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IT-1.1: Third Next Available Appointment

Measure Title

IT-1.1 Time to Third Next Available Appointment for an Office Visit

Description Assesses the average number of days to the third next available
appointment for an office visit for each clinic and/or department.
NQF Number Not applicable

Measure Steward

Wisconsin Collaborative for Healthcare Quality - Health Care Quality
Collaboration

Link to measure citation

http://www.qualitymeasures.ahrg.gov/popups/printView.aspx?id=23918

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4

DY5

Achievement Level
Calculation

(Baseline) - (Baseline
*5%)

(Baseline) - (Baseline
*10%)

DSRIP-specific
modifications to
Measure Steward’s
specification

None

Denominator
Description

This measure applies to providers within a reported clinic and/or
department.

Denominator Inclusions

Providers:

e All providers are included. Full-time and part-time providers are
included, regardless of the number of hours s/he practices per
week.

o Providers who truly job share are counted as one
provider (i.e., they share one schedule, and/or they work
separate day and share coverage of one practice).

o When measuring a care team, each member of the care
team is counted separately (i.e., physician, Nurse
Practitioner, Physician Assistant).

o Ifaprovider is practicing in a specialty other than the one
which s/he is board certified, the provider should be
included in the specialty in which s/he is practicing.

o For providers practicing at more than 1 location, measure
days to third next available for only the provider's
primary location as long as the provider is at that location
51%+ of their time.

o New providers who started seeing patients during the
reporting period and have an active schedule should be
included.

e Locums are included in the measure only if they are assigned to a
specific site for an extended period of time (greater than 4 weeks)
and provide continuity care to a panel of patients.

e Mid-Level providers are included in the measure (Nurse
Practitioner, Physician Assistant, Certified Nurse Midwife).

o Mid-Level providers should have continuity practice and
their own schedule available to see patients.

9/18/2014
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Measure Title

IT-1.1 Time to Third Next Available Appointment for an Office Visit

e Resident Providers are to be included if they have an active
schedule AND are considered a Primary Care Provider within the
organization.

e Providers with closed practices should be included. They still have
to schedule their current patients. In addition, it may not be clear
when they start seeing new patients again.

Departments:

e Primary Care
o General Internal Medicine
o Family Practice
o Pediatrics with the focus on generalists, not specialists
o Internal Medicine — Pediatrics (Med/Peds) (physicians

who see both adults and children)

e Specialty Care

o Obstetrics
=  Physical exam - New obstetrics visit

Denominator Exclusions

e Exclude clinicians who do not practice for an extended period of
time (greater than 4 weeks) due to maternity leave, sabbatical,
family medical leave.

e Mid-Level providers who function only as an "extender," overflow
to another practice, or urgent care should not be included.

e Exclude Resident Providers if they are not considered a Primary
Care Provider, have an inconsistent schedule, and a restricted
patient panel.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Continuous variable statement: Average number of days to third next
available appointment for an office visit for each clinic and/or
department. The measure will take into account calendar days, including
weekends, holidays and clinician days off.
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Measure Title

IT-1.1 Time to Third Next Available Appointment for an Office Visit

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Ambulatory

Data Source

Administrative Data

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-1.2: Annual Monitoring for Patients on Persistent Medications

Measure Title

IT-1.2: Annual monitoring for patients on persistent medications -
Angiotensin Converting Enzyme (ACE) inhibitors or Angiotensin Receptor
Blockers (ARBs)

Description The percentage of patients 18 years of age and older who received at
least 180 treatment days of angiotensin converting enzyme (ACE)
inhibitors or angiotensin receptor blockers (ARBs) during the
measurement year and had at least one serum potassium and either a
serum creatinine or a blood urea nitrogen therapeutic monitoring test in
the measurement year.

NQF Number Not applicable

Measure Steward

National Committee for Quality Assurance (NCQA)

Link to measure citation

http://www.qualitymeasures.ahrg.gov/content.aspx?id=47201

Measure type

Non Stand-Alone (NSA)

Performance and

Pay for Performance (P4P) - QSMIC

Achievement Type Baseline DY4 DY5
Achievement Baseline MPL MPL + 10%* (HPL-
Level Calculations below MPL)
MPL
Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)
Benchmark Description NCQA Quality Compass
HPL (90" Percentile) 91.30%
MPL (25 Percentile) or 10%" if 83.70%
applicable

DSRIP-specific
modifications to Measure
Steward’s specification

The Measure Steward’s specification has been modified as follows:
e Replaced term "member" with "patient";
e Removed references to patient needing to be enrolled
e Replaced inclusion criteria with reference to the measure
specifications;
e Removed references to Medicare specifications

9/18/2014
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Measure Title

IT-1.2: Annual monitoring for patients on persistent medications -
Angiotensin Converting Enzyme (ACE) inhibitors or Angiotensin Receptor
Blockers (ARBs)

Denominator Description

Patients 18 years of age and older as of the last day of the measurement
year on persistent angiotensin converting enzyme (ACE) inhibitors or
angiotensin receptor blockers (ARBs) -- defined as patients who received
at least 180 treatment days of ambulatory medication during the
measurement year

Denominator Inclusions

Patients* 18 years of age and older as of the last day of the measurement
year on persistent angiotensin converting enzyme (ACE) inhibitors or
angiotensin receptor blockers (ARBs)** -- defined as patients who
received at least 180 treatment days*** of ambulatory medication during
the measurement year
e Patients may switch therapy with any medication listed in Table
CDC-L during the measurement year and have the days supply for
those medications count toward the total 180 treatment days
(i.e., a member who received 90 days of ACE inhibitors and 90
days of ARBs meets the denominator definition for this measure)
e Treatment days are the actual number of calendar days covered
with prescriptions within the measurement year (i.e., a
prescription of 90 days supply dispensed on December 1 of the
measurement year counts as 30 treatment days). Sum the days
supply for all medications and subtract any days supply that
extends beyond December 31 of the measurement year.
e Medications dispensed in the year prior to the measurement year
must be counted toward the 180 treatment days.

Denominator Exclusions

Exclude patients who had an inpatient (acute or nonacute)
claim/encounter during the measurement year. (Optional)

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period

e For a measurement period where the denominator size is less
than or equal to 75, providers must report on all cases. No
sampling is allowed.

e For a measurement period where the denominator size is less
than or equal to 380 but greater than 75, providers must report
on all cases (preferred, particularly for providers using an
electronic health record) or a random sample of not less than 76
cases.

e For a measurement period where the denominator size is greater
than 380, providers must report on all cases (preferred,
particularly for providers using an electronic health record) or a
random sample of cases that is not less than 20% of all cases;
however, providers may cap the total sample size at 300 cases.

Numerator Description

Patients from the denominator with at least one serum potassium and
either a serum creatinine or a blood urea nitrogen therapeutic monitoring
test in the measurement year

9/18/2014
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Measure Title

IT-1.2: Annual monitoring for patients on persistent medications -
Angiotensin Converting Enzyme (ACE) inhibitors or Angiotensin Receptor
Blockers (ARBs)

Numerator Inclusions

Patients from the denominator with at least one serum potassium and
either a serum creatinine or a blood urea nitrogen therapeutic monitoring
test in the measurement year (refer to Table MPM-A in the original
measure documentation for codes to identify physiologic monitoring
tests). The patient must meet one of the following criteria to be
compliant.

e A code for a lab panel test during the measurement year

e A code for a serum potassium and a code for serum creatinine
during the measurement year

e A code for serum potassium and a code for blood urea nitrogen
during the measurement year

Note: The tests do not need to occur on the same service
date, only within the same measurement year.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting Ambulatory
Data Source Administrative clinical data
Laboratory data

Pharmacy data

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-1.3: Annual monitoring for patients on persistent medications -

Digoxin

Measure Title

IT-1.3 Annual monitoring for patients on persistent medications -
Digoxin

Description Percentage of patients 18 years of age and older who received at least
180 treatment days of digoxin in the measurement year and had at least
one serum potassium and either a serum creatinine or a blood urea
nitrogen therapeutic monitoring test in the measurement year.

NQF Number Not applicable

Measure Steward

National Committee for Quality Assurance

Link to measure citation

http://www.qualitymeasures.ahrg.gov/content.aspx?id=47202

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) - QSMIC

Baseline DY4 DY5

9/18/2014
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Measure Title

IT-1.3 Annual monitoring for patients on persistent medications -

Digoxin
Achievement Baseline MPL MPL + 10%*
Level / Goal below MPL (HPL-MPL)
Calculations Baseline Baseline + Baseline +
above MPL 10%*(HPL - 20%*(HPL -
Baseline) Baseline)

Benchmark Description

NCQA Quality Compass 2013

HPL (90" Percentile) 95.56%

MPL (25" Percentile) or 10%" if
applicable

87.93%

DSRIP-specific modifications
to Measure Steward’s
specification

The Measure Steward’s specification has been modified as follows:

e Replaced term "member" with "patient"

e Replaced continuous enroliment language with a requirement
that the patient must have at least one outpatient encounter in
the measurement year

e Replaced inclusion criteria with reference to refer to the
measure specifications

e Removed references to Medicare specifications

e Removed references to specific dates

Denominator Description

Patients* 18 years of age and older as of the last day of the
measurement year on persistent digoxin -- defined as patients who
received at least 180 treatment days** of ambulatory medication during
the measurement year.

Denominator Inclusions

Note: Medications dispensed in the year prior to the measurement year
must be counted toward the 180 treatment days.

*Patients must have had at least one outpatient encounter in the
measurement year.

**Treatment Days are the actual number of calendar days covered with
prescriptions within the measurement year (i.e., a prescription of 90
days supply dispensed on the first day of month 12 of the measurement
year counts as 30 treatment days). Sum the days supply for all
medications and subtract any days supply that extends beyond the last
day of the measurement year.

Medications dispensed in the year prior to the measurement year must
be counted toward the 180 treatment days.

Denominator Exclusions

Exclude members who had an inpatient (acute or nonacute) encounter
during the measurement year. (Optional)

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)
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Measure Title

IT-1.3 Annual monitoring for patients on persistent medications -
Digoxin

e For ameasurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Patients from the denominator with at least one serum potassium and
either a serum creatinine or a blood urea nitrogen therapeutic
monitoring test in the measurement year.

Numerator Inclusions

The patient must meet one of the following criteria to be compliant.

e A code for a lab panel test during the measurement year

e A code for a serum potassium and a code for serum creatinine
during the measurement year

e A code for serum potassium and a code for blood urea nitrogen
during the measurement year

Note: The two tests do not need to occur on the same service date, only
within the measurement year.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Ambulatory

Data Source

Administrative clinical data; Laboratory data; Pharmacy data

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-1.4: Annual monitoring for patients on persistent medications -

Diuretic

Measure Title

IT-1.4 Annual monitoring for patients on persistent medications -
Diuretic

Description

Percentage of patients 18 years of age and older who received at least
180 treatment days of a diuretic in the measurement year and had at
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Measure Title

IT-1.4 Annual monitoring for patients on persistent medications -
Diuretic

least one serum potassium and either a serum creatinine or a blood urea
nitrogen therapeutic monitoring test in the measurement year.

NQF Number

Not applicable

Measure Steward

National Committee for Quality Assurance

Link to measure citation

http://www.qualitymeasures.ahrg.gov/content.aspx?id=47203

National Committee for Quality Assurance specifications (Table MPM-C):
http://www.ncqa.org/Portals/0/HEDISQM/HEDIS2014/NDC/MPM-

C 2014%20(final).xlsx

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) - QSMIC

Benchmark Description

Baseline DY4 DY5
Achievement Baseline MPL MPL + 10%* (HPL-
Level / Goal below MPL)
Calculations MPL
Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)
NCQA Quality Compass
HPL (90t Percentile) 91.30%
MPL (25" Percentile) or 10™" if 81.35%
applicable

DSRIP-specific modifications
to Measure Steward’s
specification

The Measure Steward’s specification has been modified as follows:

e Replaced term "member" with "patient"

e Replaced continuous enroliment language with a requirement
that the patient must have at least one outpatient encounter in
the measurement year

e Replaced inclusion criteria with reference to refer to the
measure specifications

e Removed references to Medicare specifications

e Removed references to specific dates

Denominator Description

Patients* 18 years of age and older as of the last day of the
measurement year on persistent diuretics**-- defined as patients who
received at least 180 treatment days*** of ambulatory medication
during the measurement year.

Denominator Inclusions

Note: Medications dispensed in the year prior to the measurement year
must be counted toward the 180 treatment days.

*Patients must have had at least one outpatient encounter in the
measurement year.

**Refer to Table MPM-C in the original measure documentation to
identify diuretics. Patients may switch therapy with any medication listed
in Table MPM-C during the measurement year and have the days supply
for those medications count toward the total 180 treatment days. Refer
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Measure Title

IT-1.4 Annual monitoring for patients on persistent medications -
Diuretic

to National Committee on Quality Assurance hyperlink above to access
Table MPM-C.

***Treatment Days are the actual number of calendar days covered with
prescriptions within the measurement year (i.e., a prescription of 90
days supply dispensed on the first day of month 12 of the measurement
year counts as 30 treatment days). Sum the days supply for all
medications and subtract any days supply that extends beyond the last
day of the measurement year.

Medications dispensed in the year prior to the measurement year must
be counted toward the 180 treatment days.

Members may switch therapy with any medication listed in Table MPM-C
during the measurement year and have the days supply for those
medications count toward the total 180 treatment days.

Denominator Exclusions

Exclude members who had an inpatient (acute or nonacute) encounter
during the measurement year. (Optional)

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Patients from the denominator with at least one serum potassium and
either a serum creatinine or a blood urea nitrogen therapeutic
monitoring test in the measurement year

Numerator Inclusions

The patient must meet one of the following criteria to be compliant.

e Acode for a lab panel test during the measurement year
e A code for a serum potassium and a code for serum creatinine
during the measurement year
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Measure Title

IT-1.4 Annual monitoring for patients on persistent medications -
Diuretic

e A code for serum potassium and a code for blood urea nitrogen
during the measurement year
Note: The two tests do not need to occur on the same service date, only
within the measurement year.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Ambulatory

Data Source

Administrative clinical data; Laboratory data; Pharmacy data

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-1.6: Cholesterol Management for Patients with Cardiovascular

Conditions

Measure Title

IT-1.6 Cholesterol Management for Patients with Cardiovascular
Conditions

Description

Percentage of patients 18 to 75 years of age who were discharged alive for
acute myocardial infarction (AMI), coronary artery bypass graft (CABG), or
percutaneous coronary interventions (PCl) in the year prior to the
measurement year, or who had a diagnosis of ischemic vascular disease
(IVD) during the measurement year and the year prior to the measurement
year, who had each of the following during the measurement year:

e Low-density lipoprotein cholesterol (LDL-C) screening performed
e LDL-C control (less than 100 mg/dL)

NQF Number

Not applicable

Measure Steward

National Committee for Quality Assurance

Link to measure
citation

http://www.qualitymeasures.ahrg.gov/content.aspx?id=47175

Note from the National Quality Measures Clearinghouse (NQMC):

e For this measure, there are both Administrative and Hybrid
Specifications. This NQMC measure summary is based on the
Administrative Specification. Refer to the original measure
documentation for details pertaining to the Hybrid Specification.

Measure specifications reference value sets that must be used for HEDIS
reporting. In this NQMC measure summary, value set references are
capitalized and underlined. A value set is the complete set of codes used to
identify the service or condition included in the measure. Refer to the
original measure documentation for the Value Set Directory.

Measure type

Stand-alone (SA)
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Measure Title

IT-1.6 Cholesterol Management for Patients with Cardiovascular
Conditions

Performance and

Pay for Performance (P4P) - QSMIC

Achievement Type Baseline DY4 DY5
Achievement Baseline MPL MPL + 10%* (HPL-
Level Calculations below MPL)
MPL
Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)
Benchmark NCQA Quality Compass
Description HPL (90" Percentile) 55.56%
MPL (25 Percentile) or 10*" if 35.13%
applicable

DSRIP-specific
modifications to
Measure Steward’s
specification

The Measure Steward’s specification has been modified as follows:

o Replaced term "member" with "patient"

e Replaced continuous enrollment language with a requirement that
the patient must have at least one outpatient encounter in the
prior year

e Removed references to Medicare specifications

e Removed references to specific dates

Denominator
Description

Patients age 18 to 75 years as of the last day of the measurement year who
were discharged alive for acute myocardial infarction (AMI), coronary
artery bypass graft (CABG), or percutaneous coronary interventions (PCl) in
the year prior to the measurement year, or who had a diagnosis of ischemic
vascular disease (IVD) during the measurement year and the year prior to
the measurement year

Denominator
Inclusions

Patients must have had at least one outpatient encounter in the prior.
Patients are identified for the eligible population in two ways: by event
or by diagnosis. The organization must use both methods to identify
the eligible population, but a patient only needs to be identified by one
to be included in the measure.

Event. Any of the following during the year prior to the measurement
year meet criteria:

e AMI. Discharged alive from an acute inpatient setting with an
AMI (AMI Value Set). Use both facility and professional claims
to identify AMI.

e CABG. Discharged alive from an acute inpatient setting with a
CABG (CABG Value Set). Use both facility and professional
claims to identify CABG.

e PCl. Members who had PCI (PCI Value Set) in any setting.
Diagnosis. Identify patients as having IVD who met at least one of the
following criteria during both the measurement year and the year prior
to the measurement year. Criteria need not be the same across both
years.
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Measure Title

IT-1.6 Cholesterol Management for Patients with Cardiovascular
Conditions

e At least one outpatient visit (Qutpatient Value Set), with an IVD
diagnosis (IVD Value Set), or
At least one acute inpatient encounter (Acute Inpatient Value Set), with an
IVD diagnosis (IVD Value Set)

Denominator
Exclusions

The Measure Steward does not identify specific denominator exclusions
beyond what is described in the denominator description.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report
on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of
not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample size
at 300 cases.

Numerator Description

Patients who had each of the following during the measurement year:
e Low-density Lipoprotein Cholesterol (LDL-C) Screening: An LDL-C
test performed during the measurement year.
e IDL-C Control (Less Than 100 mg/dL): The most recent LDL-C level
during the measurement year is less than 100 mg/dL.

Numerator Inclusions

e The Measure Steward does not identify specific numerator
inclusions beyond what is described in the numerator description.

Numerator Exclusions

The patient is noncompliant if the result for the most recent LDL-C test is
greater than or equal to 100 mg/dL or is missing, or if an LDL-C test was not
done during the measurement year.

Setting Ambulatory
Data Source Administrative clinical data; Laboratory data; Paper medical record
Allowable All denominator subsets are permissible for this outcome

Denominator Sub-sets
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IT-1.7: Controlling High Blood Pressure

Measure Title

IT-1.7 Controlling High Blood Pressure

Description Percentage of patients 18 to 85 years of age who had a diagnosis of
hypertension (HTN) and whose blood pressure (BP) was adequately
controlled (<140/90) during the measurement year.

NQF Number 0018

Measure Steward

National Committee for Quality Assurance

Link to measure citation

http://www.qualityforum.org/QPS/0018
http://www.qualitymeasures.ahrg.gov/popups/printView.aspx?id=47176

Measure type

Stand-Alone (SA)

Performance and

Pay for Performance (P4P) - QSMIC

Achievement Type Baseline DY4 DY5
Achievement Baseline MPL MPL + 10%* (HPL-
Level Calculations below MPL)
MPL
Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)
Benchmark Description NCQA Quality Compass
HPL (90" Percentile) 69.11%
MPL (25" Percentile) or 10%" if 50.11%
applicable

DSRIP-specific
modifications to
Measure Steward’s
specification

The Measure Steward’s specification has been modified as follows:

e Replaced references to specific dates/months to more general
terminology

e Replaced denominator reference requiring patient needing to be
enrolled for a continuous 12-month period and inserted a
requirement that the patient must have at least one encounter
with the provider in the 12-month period prior to the
measurement period.

Denominator
Description

Patients 18 to 85 years of age by the end of the measurement year who
had at least one outpatient encounter with a diagnosis of hypertension
(HTN) during the first six months of the measurement year.

Denominator Inclusions

e Members 18 to 85 years of age as of the last day of the
measurement year with at least one outpatient visit (Outpatient
CPT Value Set) with a diagnosis of hypertension (HTN)
(Hypertension Value Set) during the first six months of the
measurement year

e To confirm the diagnosis of hypertension, the organization must
find notation of at least one of the following in the medical record
on or before the last day of month 6 of the measurement year:

o HTN
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Measure Title

IT-1.7 Controlling High Blood Pressure

o High blood pressure (HBP)

Elevated blood pressure ("BP)
Borderline HTN

Intermittent HTN

History of HTN

Hypertensive vascular disease (HVD)
Hyperpiesia

Hyperpiesis

O 0O O O O O O

The notation of hypertension may appear anytime on or before
the last day of month 6 of the measurement year, including prior
to the measurement year. It does not matter if hypertension was
treated or is currently being treated. Refer to the original measure
documentation for further details.

The patient must have at least one encounter with the provider in
the 12 month period prior to the measurement period

Denominator Exclusions

Exclude all patients with evidence of end-stage renal disease
(ESRD) or kidney transplant on or prior to the end of the
measurement year. Documentation in the medical record must
include a related note indicating evidence of ESRD.
Documentation of dialysis or renal transplant also meets the
criteria for evidence of ESRD.

Exclude all patients with a diagnosis of pregnancy during the
measurement year.

Exclude all patients who had an admission to a non-acute
inpatient setting during the measurement year.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period

For a measurement period where the denominator size is less
than or equal to 75, providers must report on all cases. No
sampling is allowed.

For a measurement period where the denominator size is less
than or equal to 380 but greater than 75, providers must report
on all cases (preferred, particularly for providers using an
electronic health record) or a random sample of not less than 76
cases.

For a measurement period where the denominator size is greater
than 380, providers must report on all cases (preferred,
particularly for providers using an electronic health record) or a
random sample of cases that is not less than 20% of all cases;
however, providers may cap the total sample size at 300 cases.

Numerator Description

The number of patients in the denominator whose most recent BP is
adequately controlled during the measurement year. For a patient’s BP to
be controlled, both the systolic and diastolic BP must be <140/90
(adequate control). To determine if a patient’s BP is adequately
controlled, the representative BP must be identified.
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Measure Title

IT-1.7 Controlling High Blood Pressure

Numerator Inclusions

e Note: Representative BP: The most recent BP reading during the
measurement year (as long as it occurred after the diagnosis of
hypertension was made). If multiple measurements occur on the
same date, or are noted in the chart on the same date, the lowest
systolic and lowest diastolic BP reading should be used. If no BP is
recorded during the measurement year, assume that the member
is "not controlled".

Numerator Exclusions

Do not include blood pressure (BP) readings:

e Taken during an acute inpatient stay or an emergency
department (ED) visit

e Taken during an outpatient visit which was for the sole purpose of
having a diagnostic test or surgical procedure performed (e.g.,
sigmoidoscopy, removal of a mole)

e Obtained the same day as a major diagnostic or surgical
procedure (e.g., stress test, administration of intravenous [IV]
contrast for a radiology procedure, endoscopy)

e Reported by or taken by the member

The patient is not compliant if the BP reading is greater than or equal to
140/90 or is missing, or if there is no BP reading during the measurement
year or if the reading is incomplete (e.g., the systolic or diastolic level if
missing).

Setting

Ambulatory

Data Source

Administrative/Clinical data sources, electronic clinical data, paper
medical records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-1.8: Depression management: Screening and Treatment Plan for

Clinical Depression

Measure Title

IT-1.8 Screening for Clinical Depression and Follow-Up Plan

Description Percentage of patients aged 18 years and older screened for clinical
depression using a standardized tool AND follow-up plan documented
NQF Number 0418

Measure Steward

2011 Physician Quality Reporting System (measure #134)

Link to measure citation

http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/PQRS/downloads/2011 physqualrptg measurespecification

smanual 033111.pdf

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)

DY4 DY5
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Measure Title

IT-1.8 Screening for Clinical Depression and Follow-Up Plan

Achievement Level Baseline + 5% Baseline + 10%
/Goal Calculation *(performance gap) *(performance gap)
Baseline + 5% *(100% Baseline + 10%
— baseline rate) *(100% — baseline
rate)
DSRIP-specific modifications | None

to Measure Steward’s
specification

Denominator Description

All patients aged 18 years and older

Denominator Inclusions

Patients aged > 18 years on date of encounter, AND

Patient encounter during the reporting period (CPT): 90801, 90802,
90804, 90805, 90806, 90807, 90808, 90809, 92557, 92567, 92568,
92590, 92625, 92626, 96150, 96151, 97003

Denominator Exclusions

A patient is not eligible if one or more of the following conditions exist:

e Patient refuses to participate

e Patientis in an urgent or emergent situation where time is of the
essence and to delay treatment would jeopardize the patient’s
health status

e Situations where the patient’s motivation to improve may
impact the accuracy of results of nationally recognized
standardized depression assessment tools. For example: certain
court appointed cases

e Patient was referred with a diagnosis of depression

e Patient has been participating in ongoing treatment with
screening of clinical depression in a preceding reporting period

e Severe mental and/or physical incapacity where the person is
unable to express himself/herself in a manner understood by
others. For example: cases such as delirium or severe cognitive
impairment, where depression cannot be accurately assessed
through use of nationally recognized standardized depression
assessment tools.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.
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Measure Title

IT-1.8 Screening for Clinical Depression and Follow-Up Plan

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Patient’s screening for clinical depression using a standardized tool
AND follow-up plan is documented

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Multiple

Data Source

Administrative/Clinical data sources; Patient Registry

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-1.9: Depression management: Depression Remission at Twelve

Months

Measure Title IT-1.9 Depression Remission at Twelve Months

Description Adult patients age 18 and older with major depression or dysthymia and
an initial PHQ-9 score > 9 who demonstrate remission at twelve months
defined as a PHQ-9 score less than 5. This measure applies to both
patients with newly diagnosed and existing depression whose current
PHQ-9 score indicates a need for treatment.

NQF Number 0710

Measure Steward

Minnesota Community Measurement

Link to measure citation

http://www.qualityforum.org/QPS/0710

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4

DY5

Achievement Level Baseline + 5% Baseline + 10%

modifications to Measure
Steward’s specification

Calculation *(performance gap) *(performance gap)
Baseline + 5% *(100% Baseline + 10%
— Baseline rate) *(100% — Baseline
rate)
DSRIP-specific None
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Measure Title

IT-1.9 Depression Remission at Twelve Months

Denominator Description

Adults age 18 and older with a diagnosis of major depression or
dysthymia and an initial PHQ-9 score greater than nine (including,
patients who do not have a follow-up PHQ-9 score at twelve months (+/-
30 days)

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

Patients who die, are a permanent resident of a nursing home or are
enrolled in hospice are excluded from this measure. Additionally,
patients who have a diagnosis (in any position) of bipolar or personality
disorder are excluded.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Adults age 18 and older with a diagnosis of major depression or
dysthymia and an initial PHQ-9 score greater than nine who achieve
remission at twelve months as demonstrated by a twelve month (+/- 30
days) PHQ-9 score of less than five.

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

Patients who die, are a permanent resident of a nursing home or are
enrolled in hospice are excluded from this measure. Additionally,
patients who have a diagnosis (in any position) of bipolar or personality
disorder are excluded.

Setting

Ambulatory

Data Source

Electronic Clinical Data, Electronic Health Record, Registry, Paper
Medical Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
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IT-1.10: Diabetes Care: HbAlc Poor Control (>9.0%)

Measure Title

IT-1.10 Comprehensive Diabetes Care: Hemoglobin Alc (HbAlc) Poor
Control (>9.0%)

Description The percentage of patients 18-75 years of age with diabetes (type 1 and
type 2) whose most recent HbAlc level during the measurement year was
greater than 9.0% (poor control) or was missing a result, or if an HbAlc test
was not done during the measurement year.

NQF Number 59

Measure Steward

National Committee for Quality Assurance (NCQA)

Link to measure
citation

https://www.qualityforum.org/QPS/0059

Measure type

Stand-alone (SA)

Performance and

Pay for Performance (P4P) - QSMIC

Achievement Type Baseline DY4 DY5
Achievement Baseline MPL MPL - 10%* (HPL-
Level Calculations below MPL)
MPL
Baseline Baseline - Baseline -
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)
Benchmark NCQA Quality Compass
Description HPL (90™ Percentile) 28.95%
MPL (25 Percentile) or 10%" if 50.70%
applicable

DSRIP-specific
modifications to

specification

Measure Steward’s

The Measure Steward’s specification has been modified as follows:

e Replaced term "member" with "patient"

e Supplemented denominator and numerator inclusion and exclusion
criteria from National Committee for Quality Assurance steward
measure specifications

e Changed December 31 date to make agnostic to the calendar year.

e Replaced enrollment requirement with requirement for at least one
outpatient visit in prior 12 months.

e Changed “claim/encounter” data to “administrative/clinical” data
to make appropriate for providers

e Removed references to tables not included in the document.

Denominator
Description

Patients 18-75 years of age by the end of the measurement year who had a
diagnosis of diabetes (type 1 or type 2) during the measurement year or the
year prior to the measurement year.

Denominator
Inclusions

Patients* 18 to 75 years of age as of month 12 of the measurement year
with diabetes (type 1 and type 2)
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Measure Title

IT-1.10 Comprehensive Diabetes Care: Hemoglobin Alc (HbA1lc) Poor
Control (>9.0%)

There are two ways to identify patients with diabetes: by pharmacy data**
and by administrative/clinical data***. The organization must use both to
identify the eligible population, but a patient only needs to be identified by
one method to be included in the measure. Patients may be identified as
having diabetes during the measurement year or the year prior to the
measurement year.

* Patients must have had at least one (1) outpatient encounter in the prior
12-month period.

**Pharmacy Data: Patients who were dispensed insulin or oral
hypoglycemics/antihyperglycemics during the measurement year or the
year prior to the measurement year on an ambulatory basis.

*** Administrative/Clinical Data: Patients who had two face-to-face
encounters, in an outpatient setting or nonacute inpatient setting, on
different dates of service, with a diagnosis of diabetes, or one face-to-face
encounter in an acute inpatient or emergency department (ED) setting
during the measurement year or year prior to the measurement year. The
organization may count services that occur over both years.

Denominator
Exclusions

Exclude patients with polycystic ovaries, gestational diabetes, and/or
steroid induced diabetes WITHOUT a diagnosis of Type | or Type Il diabetes
AND a face-to-face encounter, in any setting, during the measurement year
or the year prior to the measurement year.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report
on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of
not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample size
at 300 cases.

Numerator Description

Patients whose most recent HbA1lc level is greater than 9.0% or is missing a
result, or if an HbAlc test was not done during the measurement year.

Numerator Inclusions

Use codes to identify the most recent hemoglobin Alc (HbAlc) test during
the measurement year. The patient is numerator compliant if the most
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Measure Title

IT-1.10 Comprehensive Diabetes Care: Hemoglobin Alc (HbA1lc) Poor
Control (>9.0%)

recent automated HbAlc level is greater than 9.0% or is missing a result, or
if an HbAlc test was not done during the measurement year.

For this indicator, a lower rate indicates better performance (i.e., low rates
of poor control indicate better care).

Numerator Exclusions

The patient is not numerator compliant if the result for the most recent
HbA1c test during the measurement year is less than or equal to 9.0%.

Setting Ambulatory
Data Source Administrative/Clinical data sources
Allowable All denominator subsets are permissible for this outcome

Denominator Sub-sets

IT-1.11: Diabetes care: BP Control (<140/90mm Hg)

Measure Title

IT-1.11 Comprehensive Diabetes Care: Blood Pressure Control (<140/90
mm Hg)

Description The percentage of patients 18-75 years of age with diabetes (type 1 and
type 2) whose most recent blood pressure (BP) reading is <140/90 mm Hg
during the measurement year.

NQF Number 61

Measure Steward

National Committee for Quality Assurance (NCQA)

Link to measure
citation

https://www.qualityforum.org/QPS/0061

Measure type

Stand-alone (SA)

Performance and

Pay for Performance (P4P) - QSMIC

Achievement Type Baseline DY4 DY5
Achievement Baseline MPL MPL + 10%* (HPL-
Level Calculations below MPL)
MPL
Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)
Benchmark NCQA Quality Compass
Description HPL (90*" Percentile) 75.44%
MPL (25 Percentile) or 10%" if 53.79%
applicable

DSRIP-specific
modifications to

specification

Measure Steward’s

The Measure Steward’s specification has been modified as follows:
e Replaced term "member" with "patient"
e Added denominator and numerator inclusion and exclusion criteria
from National Committee for Quality Assurance measure steward
citation.
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Measure Title

IT-1.11 Comprehensive Diabetes Care: Blood Pressure Control (<140/90
mm Hg)

e Changed December 31 date to make agnostic to the calendar year.

e Replaced continuous enrollment requirement with requirement for
one outpatient visit in the prior 12 months.

e Changed “claim/encounter” data to “administrative/clinical” data
to make relevant to providers.

e Removed references to tables.

Denominator
Description

Patients 18-75 years of age by the end of the measurement year who had a
diagnosis of diabetes (type 1 or type 2) during the measurement year or the
year prior to the measurement year.

Denominator
Inclusions

Patients* 18 to 75 years of age as of month 12 of the measurement year
with diabetes (type 1 and type 2)

There are two ways to identify patients with diabetes: by pharmacy data**
and by administrative/clinical ***. The organization must use both to
identify the eligible population, but a patient only needs to be identified by
one method to be included in the measure. Patients may be identified as
having diabetes during the measurement year or the year prior to the
measurement year.

* Patients must have had at least one (1) outpatient encounter in the prior
12-month period.

**Pharmacy Data: Patients who were dispensed insulin or oral
hypoglycemics/antihyperglycemics during the measurement year or the
year prior to the measurement year on an ambulatory basis.

*** Administrative/Clinical: Patients who had two face-to-face encounters,
in an outpatient setting or nonacute inpatient setting, on different dates of
service, with a diagnosis of diabetes, or one face-to-face encounter in an
acute inpatient or emergency department (ED) setting during the
measurement year or year prior to the measurement year. The
organization may count services that occur over both years..

Denominator
Exclusions

Exclude patients with polycystic ovaries, gestational diabetes, and/or
steroid induced diabetes WITHOUT a diagnosis of Type | or Type |l diabetes
AND a face-to-face encounter, in any setting, during the measurement year
or the year prior to the measurement year.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement period)
e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report
on all cases. No sampling is allowed.
e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
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Measure Title

IT-1.11 Comprehensive Diabetes Care: Blood Pressure Control (<140/90
mm Hg)

providers using an electronic health record) or a random sample of
not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample size
at 300 cases.

Numerator Description

Patients whose most recent BP reading is <140/90 mm Hg during the
measurement year.

Numerator Inclusions

Use automated data to identify the most recent blood pressure (BP)
reading during the measurement year. The patient r is numerator
compliant if the BP is less than 140/90 mm Hg. If there are multiple BPs on
the same date of service, use the lowest systolic and lowest diastolic BP on
that date as the representative BP.

Numerator Exclusions

The patient is not compliant if the BP is greater than or equal to 140/90 mm
Hg, if there is no BP reading during the measurement year or if the reading
is incomplete (e.g., the systolic or diastolic level is missing).

Setting Ambulatory
Data Source Administrative/Clinical data sources
Allowable All denominator subsets are permissible for this outcome

Denominator Sub-sets

IT-1.12: Diabetes Care: Retinal eye exam

Measure Title

IT-1.12 Comprehensive Diabetes Care: Eye Exam

Description The percentage of patients 18-75 years of age with diabetes (type 1 and
type 2) who received a retinal or dilated eye exam during the measurement
year or a negative retinal or dilated eye exam in the year prior to the
measurement year.

NQF Number 55

Measure Steward

National Committee for Quality Assurance (NCQA)

Link to measure
citation

https://www.qualityforum.org/QPS/0055

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) - QSMIC

Baseline DY4 DY5
Achievement Baseline MPL MPL + 10%* (HPL-
Level Calculations below MPL)
MPL
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Measure Title

IT-1.12 Comprehensive Diabetes Care: Eye Exam

Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)
Benchmark NCQA Quality Compass
Description HPL (90" Percentile) 69.72%
MPL (25 Percentile) or 10%" if 45.03%
applicable

DSRIP-specific
modifications to
Measure Steward’s
specification

The Measure Steward’s specification has been modified as follows:

e Replaced term "member" with "patient."

e Supplemented denominator and numerator inclusion and exclusion
criteria from National Committee for Quality Assurance steward
measure specifications

e Changed December 31 date to make agnostic to the calendar year.

e Replaced continuous enrollment requirement with requirement for
one outpatient visit in the prior 12 months.

e Changed “claim/encounter” data to “administrative/clinical” data
to make appropriate for providers.

e Removed references to tables not included in this document.

Denominator
Description

Patients 18-75 years of age by the end of the measurement year who had a
diagnosis of diabetes (type 1 or type 2) during the measurement year or the
year prior to the measurement year.

Denominator
Inclusions

Patients * 18 to 75 years of age as of month 12 of the measurement year
with diabetes (type 1 and type 2)

There are two ways to identify patients with diabetes: by pharmacy data**
and by administrative/clinical data***. The organization must use both to
identify the eligible population, but a patient only needs to be identified by
one method to be included in the measure. Patients may be identified as
having diabetes during the measurement year or the year prior to the
measurement year.

* Patients must have had at least one (1) outpatient encounter in the prior
12-month period.

**Pharmacy Data: Patients who were dispensed insulin or oral
hypoglycemics/antihyperglycemics during the measurement year or the
year prior to the measurement year on an ambulatory basis.

*** Administrative/Clinical: Patients who had two face-to-face encounters,
in an outpatient setting or nonacute inpatient setting, on different dates of
service, with a diagnosis of diabetes, or one face-to-face encounter in an
acute inpatient or emergency department (ED) setting during the
measurement year or year prior to the measurement year. The
organization may count services that occur over both years.
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Measure Title

IT-1.12 Comprehensive Diabetes Care: Eye Exam

Denominator
Exclusions

Exclude patients with polycystic ovaries, gestational diabetes, and/or
steroid induced diabetes WITHOUT a diagnosis of Type | or Type Il diabetes
AND a face-to-face encounter, in any setting, during the measurement year
or the year prior to the measurement year.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report
on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of
not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample size
at 300 cases.

Numerator Description

Patients who received an eye screening for diabetic retinal disease. This
includes diabetics who had the following:

- Aretinal or dilated eye exam by an eye care professional (optometrist or
ophthalmologist) in the measurement year

OR

- A negative retinal exam or dilated eye exam (negative for retinopathy) by
an eye care professional in the year prior to the measurement year.

For exams performed in the year prior to the measurement year, a result
must be available.

Numerator Inclusions

Note: Blindness is not an exclusion for diabetic eye exam because it is
difficult to distinguish between individuals who are legally blind but require
retinal exam and those who are completely blind and therefore do not
require an exam.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting Ambulatory
Data Source Administrative/Clinical data sources
Allowable All denominator subsets are permissible for this outcome

Denominator Sub-sets

9/18/2014

35



IT-1.13: Diabetes Care: Foot Exam

Measure Title

IT-1.13 Diabetes Care: Foot Exam

Description The percentage of patients 18-75 years of age with diabetes (type 1 and
type 2) who received a foot exam (visual inspection with either a sensory
exam or a pulse exam) during the measurement year.

NQF Number 0056

Measure Steward

National Committee for Quality Assurance

Link to measure citation

http://www.qualityforum.org/QPS/0056
http://www.qualitymeasures.ahrg.gov/popups/printView.aspx?id=27628

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)

DY4 DY5

Baseline + 10%
*(performance gap)

Baseline + 5%
*(performance gap)

Achievement Level
Calculation

Baseline + 5% *(100% Baseline + 10%
— Baseline rate) *(100% — Baseline
rate)

DSRIP-specific
modifications to
Measure Steward’s
specification

None

Denominator
Description

Patients 18-75 years of age by the end of the measurement year who had
a diagnosis of diabetes (type 1 or type 2) during the measurement year or
the year prior to the measurement year.

Denominator Inclusions

The Measure Steward does not identify specific denominator exclusions
beyond what is described in the denominator description.

Denominator Exclusions

Exclude patients with polycystic ovaries, gestational diabetes, and/or
steroid induced diabetes WITHOUT a diagnosis of Type | or Type Il
diabetes AND a face-to-face encounter, in any setting, during the
measurement year or the year prior to the measurement year.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.
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Measure Title

IT-1.13 Diabetes Care: Foot Exam

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Patients who received a comprehensive foot exam (visual inspection with
either a sensory exam or a pulse exam) during the measurement year.

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Ambulatory

Data Source

Administrative claims, Electronic Clinical Data, Paper Medical Records

Allowable Denominator

Sub-sets

All denominator subsets are permissible for this outcome

IT-1.14: Diabetes Care: Nephropathy

Measure Title

IT-1.14 Comprehensive Diabetes Care: Medical Attention for Nephropathy

Description The percentage of patients 18-75 years of age with diabetes (type 1 and
type 2) who received a nephropathy screening test or had evidence of
nephropathy during the measurement year.

NQF Number 62

Measure Steward

National Committee for Quality Assurance (NCQA)

Link to measure
citation

https://www.qualityforum.org/QPS/0062
http://www.qualitymeasures.ahrg.gov/content.aspx?id=47185

Measure type

Non Stand-Alone (NSA)

Performance and

Pay for Performance (P4P) - QSMIC

Achievement Type Baseline DY4 DY5
Achievement Baseline MPL MPL + 10%* (HPL-
Level Calculations below MPL)
MPL
Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)
Benchmark NCQA Quality Compass
Description HPL (90 Percentile) 86.93%
MPL (25" Percentile) or 10%" if 73.48%
applicable

DSRIP-specific
modifications to

The Measure Steward’s specification has been modified as follows:
e Replaced term "member" with "patient."
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Measure Title

IT-1.14 Comprehensive Diabetes Care: Medical Attention for Nephropathy

Measure Steward’s
specification

e Supplemented denominator and numerator inclusion and exclusion
criteria from National Committee for Quality Assurance steward
measure citation.

e Replaced enrollment requirement with requirement for at least one
outpatient visit during prior 12 months.

e Changed “claim/encounter” data to “administrative/clinical” data
to make conducive to providers.

e Removed references to tables, as such references are inapplicable
to providers.

Denominator
Description

Patients 18-75 years of age by the end of the measurement year who had a
diagnosis of diabetes (type 1 or type 2) during the measurement year or the
year prior to the measurement year.

Denominator
Inclusions

There are two ways to identify patients with diabetes: by pharmacy data**
and by administrative/clinical data***. The organization must use both to
identify the eligible population, but a member only needs to be identified
by one method to be included in the measure. Patients may be identified as
having diabetes during the measurement year or the year prior to the
measurement year.

*Patients must have had at least one (1) outpatient encounter in the prior
12-month period.

**Pharmacy Data: Patients who were dispensed insulin or oral
hypoglycemics/antihyperglycemics during the measurement year or the
year prior to the measurement year on an ambulatory basis.

*** Administrative/Clinical Data: Patients who had two face-to-face
encounters, in an outpatient setting or nonacute inpatient setting, on
different dates of service, with a diagnosis of diabetes, or one face-to-face
encounter in an acute inpatient or emergency department (ED) setting
during the measurement year or year prior to the measurement year. The
organization may count services that occur over both years

Denominator
Exclusions

Exclude patients with polycystic ovaries, gestational diabetes, and/or
steroid induced diabetes WITHOUT a diagnosis of Type | or Type |l diabetes
AND a face-to-face encounter, in any setting, during the measurement year
or the year prior to the measurement year.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report
on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of
not less than 76 cases.
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Measure Title

IT-1.14 Comprehensive Diabetes Care: Medical Attention for Nephropathy

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample size
at 300 cases.

Numerator Description

Patients who received a nephropathy screening test* or had evidence of
nephropathy** during the measurement year.

Numerator Inclusions

*Nephropathy Screening Test: A nephropathy screening test during the
measurement year.

**Evidence of Nephropathy: Any of the following meet criteria for evidence
of nephropathy:

e A nephrologist visit during the measurement year, as identified by
the organization's specialty provider codes (no restriction on the
diagnosis or procedure code submitted).

e A positive urine macroalbumin test in the measurement year, as
documented by administrative/clinical data or automated
laboratory data.

e Evidence of angiotensin-converting enzyme (ACE)
inhibitor/angiotensin receptor blocker (ARB) therapy during the
measurement year. Patients who had a claim indicating therapy or
received an ambulatory prescription or were dispensed an
ambulatory prescription for ACE inhibitors or ARBs during the
measurement year are compliant.

Numerator Exclusions

"Trace" urine macroalbumin test results are not considered numerator

Denominator Sub-sets

compliant.
Setting Ambulatory
Data Source Administrative/Clinical data
Allowable All denominator subsets are permissible for this outcome

IT-1.16: Hemodialysis Adequacy Clinical Performance Measure III

Measure Title

IT-1.16 Hemodialysis Adequacy Clinical Performance Measure lll:
Hemodialysis Adequacy (HD Adequacy) -- Minimum Delivered
Hemodialysis Dose

Description

Percentage of all adult (greater than or equal to 18 years old) patients in
the sample for analysis who have been on hemodialysis for 90 days or
more and dialyzing three times per week whose average delivered dose of
hemodialysis (calculated from the last measurements of the month using
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Measure Title

IT-1.16 Hemodialysis Adequacy Clinical Performance Measure lil:
Hemodialysis Adequacy (HD Adequacy) -- Minimum Delivered
Hemodialysis Dose

the UKM or Daugirdas Il formula) was a spKt/V >= 1.2 during the study
period.

NQF Number

0249

Measure Steward

Centers for Medicare & Medicaid Services

Link to measure citation

http://www.qualityforum.org/QPS/0249
http://www.qualitymeasures.ahrg.gov/popups/printView.aspx?id=27366

Measure type

Stand-Alone (SA)

Performance and

Pay for Performance (P4P) - QSMIC

Achievement Type Baseline DY4 DY5
Achievement Baseline MPL MPL + 10%* (HPL-
Level Calculations below MPL)
MPL
Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)
Benchmark Description CMS - ESRD Program
HPL (90 Percentile) 97.00%
MPL (25 Percentile) or 10*" if 86.00%
applicable

DSRIP-specific
modifications to
Measure Steward’s
specification

None

Denominator
Description

All adult (greater than or equal to 18 years old) patients in the sample for
analysis who have been on hemodialysis for 90 days or more and dialyzing
three times per week.

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

Patients on HD less than 90 days
HD patients dialyzing <3 times per week or >3 times per week

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.
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Measure Title

IT-1.16 Hemodialysis Adequacy Clinical Performance Measure lil:
Hemodialysis Adequacy (HD Adequacy) -- Minimum Delivered
Hemodialysis Dose

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample size
at 300 cases.

Numerator Description

Number of patients in denominator whose delivered dose of hemodialysis
(calculated from the last measurements of the month using the UKM or
Daugirdas Il formula) was a spKt/V greater than or equal to 1.2.

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Ambulatory/Inpatient

Data Source

Electronic clinical data

Allowable Denominator

Sub-sets

All denominator subsets are permissible for this outcome

IT-1.18: Follow-Up after Hospitalization for Mental Illness

Measure Title

IT-1.18 Follow-Up After Hospitalization for Mental lliness (FUH)

Description

The percentage of discharges for patients 6 years of age and older who

were hospitalized for treatment of selected mental illness diagnoses and
who had an outpatient visit, an intensive outpatient encounter or partial
hospitalization with a mental health practitioner. Two rates are reported:

Rate #1: The percentage of discharges for which the patient received
follow-up within 7 days of discharge.

Rate #2: The percentage of discharges for which the patient received
follow-up within 30 days of discharge

NQF Number

0576

Measure Steward

National Committee for Quality Assurance

Link to measure
citation

http://www.qualityforum.org/QPS/0576

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) - QSMIC

Baseline DY4 DY5
Achievement Baseline MPL MPL + 10%* (HPL-
Level Calculations below MPL)
MPL
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Measure Title

IT-1.18 Follow-Up After Hospitalization for Mental lliness (FUH)

Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)

Benchmark
Description

NCQA Quality Compass
HPL (90 Percentile) Rate #1: 69.57%
Rate #2: 84.28%
MPL (25" Percentile) or 10%" if Rate #1:32.20%
applicable Rate #2:57.29%

DSRIP-specific
modifications to
Measure Steward’s
specification

The Measure Steward’s specification has been modified as follows:
e Removed references to calendar year dates to make measure
agnostic to calendar years.

Denominator
Description

Patients 6 years and older as of the date of discharge who were discharged
alive from an acute inpatient setting (including acute care psychiatric
facilities) with a principal diagnosis of mental iliness during the first 11
months of the measurement year.

Denominator
Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator
Exclusions

Exclude both the initial discharge and the readmission/direct transfer
discharge if the readmission/direct transfer discharge occurs after the first
11 months of the measurement year.

Exclude discharges followed by readmission or direct transfer to a nonacute
facility for any mental health principal diagnosis within the 30-day follow-
up period. These discharges are excluded from the measure because
readmission or transfer may prevent an outpatient follow-up visit from
taking place.

Non-mental health readmission or direct transfer: Exclude discharges in
which the patient was transferred directly or readmitted within 30 days
after discharge to an acute or nonacute facility for a non-mental health
principal diagnosis. These discharges are excluded from the measure
because rehospitalization or transfer may prevent an outpatient follow-up
visit from taking place.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report
on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of
not less than 76 cases.
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Measure Title IT-1.18 Follow-Up After Hospitalization for Mental lliness (FUH)

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample size
at 300 cases.

Rate #1: 7-Day Follow-Up: An outpatient visit, intensive outpatient visit or
partial hospitalization with a mental health practitioner within 7 days after

discharge.

Numerator Description

Rate #2: 30-Day Follow-Up: An outpatient visit, intensive outpatient visit or
partial hospitalization with a mental health practitioner within 30 days after
discharge.

Include outpatient visits, intensive outpatient visits or partial
hospitalizations that occur on the date of discharge.

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Numerator Inclusions

Numerator Exclusions

Setting Ambulatory
Data Source Administrative/Clinical data sources
Allowable All denominator subsets are permissible for this outcome

Denominator Sub-sets

IT-1.19: Antidepressant Medication Management

Measure Title IT-1.19 Antidepressant Medication Management

The percentage of patients 18 years of age and older who were diagnosed
with a new episode of major depression and treated with antidepressant
medication, and who remained on an antidepressant medication treatment.
Two rates are reported.

a) Effective Acute Phase Treatment: The percentage of newly diagnosed and
treated patients who remained on an antidepressant medication for at least
84 days (12 weeks).

b) Effective Continuation Phase Treatment: The percentage of newly
diagnosed and treated patients who remained on an antidepressant
medication for at least 180 days (6 months).

Description

NQF Number

0105

Measure Steward

National Committee for Quality Assurance

Link to measure citation

http://www.qualityforum.org/QPS/0105

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) - QSMIC
Baseline

DY4 DY5
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Measure Title

IT-1.19 Antidepressant Medication Management

Achievement Baseline MPL MPL + 10%* (HPL-
Level Calculations below MPL)
MPL
Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)
Benchmark Description NCQA Quality Compass
HPL (90™ Percentile) Acute Phase: 61.58%
Continuation Phase: 42.94%
MPL (25" Percentile) or 10%" if Acute Phase: 46.98%
applicable Continuation Phase: 29.96%

DSRIP-specific
modifications to
Measure Steward’s
specification

The Measure Steward’s specification has been modified as follows:
e Replaced term "member" with "patient"
e Deleted reference to a table not included in the document from the
numerator description section.

Denominator Description

Patients 18 years and older with a diagnosis of major depression and treated
with antidepressant medication.

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

Exclude patients who have antidepressant prescriptions filled during the
Negative Medication History period 90 days (3 months) prior to the IPSD.

Exclude patients who had a claim/encounter for any diagnosis of major
depression or prior episodes of depression during the Negative Diagnosis
History period during the 120 days (4 months) prior to the IESD.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report
on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of
not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic health
record) or a random sample of cases that is not less than 20% of all
cases; however, providers may cap the total sample size at 300
cases.

Numerator Description

a) Effective Acute Phase Treatment: At least 84 days (12 weeks) of
continuous treatment with antidepressant medication during the 114-day
period following the IPSD (inclusive). The continuous treatment allows gaps
in medication treatment up to a total of 30 days during the 114-day period.
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Measure Title

IT-1.19 Antidepressant Medication Management

Gaps can include either washout period gaps to change medication or
treatment gaps to refill the same medication.

Regardless of the number of gaps, there may be no more than 30 gap days.
Count any combination of gaps (e.g., two washout gaps of 15 days each, or
two washout gaps of 10 days each and one treatment gap of 10 days).

b) Effective Continuation Phase Treatment: At least 180 days (6 months) of
continuous treatment with antidepressant medication during the 231-day
period following the IPSD (inclusive). Continuous treatment allows gaps in
medication treatment up to a total of 51 days during the 231-day period.
Gaps can include either washout period gaps to change medication or
treatment gaps to refill the same medication.

Regardless of the number of gaps, gap days may total no more than 51.
Count any combination of gaps (e.g., two washout gaps, each 25 days or two
washout gaps of 10 days each and one treatment gap of 10 days).

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Ambulatory

Data Source

Administrative/Clinical data sources

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-1.20: Comprehensive Diabetes Care LDL Screening

Measure Title

IT-1.20 Comprehensive Diabetes Care: LDL-C Screening

Description The percentage of patients 18-75 years of age with diabetes (type 1 and
type 2) who received an LDL-C test during the measurement period.
NQF Number 0063

Measure Steward

National Committee for Quality Assurance

Link to measure
citation

http://www.qualityforum.org/QPS/0063
http://www.qualitymeasures.ahrg.gov/content.aspx?id=47183

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) - QSMIC

Baseline DY4 DY5
Achievement Baseline MPL MPL + 10%* (HPL-
Level Calculations below MPL)
MPL
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Measure Title

IT-1.20 Comprehensive Diabetes Care: LDL-C Screening

Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)
Benchmark NCQA Quality Compass
Description HPL (90" Percentile) 84.45%
MPL (25 Percentile) or 10*" if 70.34%
applicable

DSRIP-specific
modifications to
Measure Steward’s
specification

The Measure Steward’s specification has been modified as follows:

o Replaced term "member" with "patient"

e Supplemented denominator and numerator inclusion and exclusion
criteria from National Committee for Quality Assurance steward
measure specifications

e Removed language relating to continuous enroliment of members
and instead included requirement that patients have at least 1
encounter in the 12-month period before the measurement period.

Denominator
Description

Patients 18-75 years of age by the end of the measurement period who had
a diagnosis of diabetes (type 1 or type 2) during the measurement period or
the year prior to the measurement period.

Denominator
Inclusions

There are two ways to identify patients with diabetes: by pharmacy data**
and by administrative/clinical data***. The organization must use both to
identify the eligible population, but a patient only needs to be identified by
one method to be included in the measure. Patients may be identified as
having diabetes during the measurement year or the year prior to the
measurement year.

* Patients must have had at least one (1) outpatient encounter in the prior
12-month period.

**Pharmacy Data: Patients who were dispensed insulin or oral
hypoglycemics/antihyperglycemics during the measurement year or the
year prior to the measurement year on an ambulatory basis.

*** Administrative/Clinical: Patients who had two face-to-face encounters,
in an outpatient setting or nonacute inpatient setting, on different dates of
service, with a diagnosis of diabetes, or one face-to-face encounter in an
acute inpatient or emergency department (ED) setting during the
measurement year or year prior to the measurement year. The
organization may count services that occur over both years.

Denominator
Exclusions

Exclude patients with polycystic ovaries, gestational diabetes, and/or
steroid induced diabetes WITHOUT a diagnosis of Type | or Type |l diabetes
AND a face-to-face encounter, in any setting, during the measurement year
or the year prior to the measurement year.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement period)
e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report
on all cases. No sampling is allowed.
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Measure Title

IT-1.20 Comprehensive Diabetes Care: LDL-C Screening

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of
not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample size
at 300 cases.

Numerator Description

Patients who had a low-density cholesterol (LDL-C test) performed during
the measurement period.

Numerator Inclusions

Refer to Table CDC-H in the original measure documentation for codes to
identify LDL-C screening.

Organizations may use a calculated or direct LDL for the LDL-C screening
indicator

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting Ambulatory
Data Source Administrative/Clinical data sources
Allowable All denominator subsets are permissible for this outcome

Denominator Sub-sets

IT-1.21: Adult Body Mass Index (BMI) Assessment

Measure Title

IT-1.21 Adult Body Mass Index (BMI) Assessment

Description This measure is used to assess the percentage of patients 18 to 74 years of age
who had an outpatient visit and whose body mass index (BMI) was
documented during the measurement period or the 12-month period prior to
the measurement period.

NQF Number 421

Measure Steward

Centers for Medicare and Medicaid Services

Link to measure
citation

http://www.qualityforum.org/
http://www.qualitymeasures.ahrg.gov/content.aspx?id=47123

Measure type

Non-standalone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) - QSMIC

Baseline DY4 DY5
Achievement Baseline MPL MPL + 10%* (HPL-
Level Calculations below MPL)
MPL
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Measure Title

IT-1.21 Adult Body Mass Index (BMI) Assessment

Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)
Benchmark NCQA Quality Compass
Description HPL (90" Percentile) 77.39%
MPL (25 Percentile) or 10*" if 46.90%
applicable

DSRIP-specific
modifications to
Measure Steward’s
specification

The Measure Steward’s specification has been modified as follows:

o Replaced term "member" with "patient"

e Removed language in denominator inclusions sections relating to
continuous enrollment of members and instead included requirement
that patients have at least at least 1 encounter in the prior 12-month
period before the measurement period.

o Deleted references to tables not included in the document from the
numerator inclusions section.

Denominator
Description

Patients age 18 years as of the first day of the 12-month period prior to the
measurement period to 74 years as of last day of the measurement period who
had an outpatient visit during the measurement period or the 12-month period
prior to the measurement period

Denominator
Inclusions

Patient must have at least 1 encounter in the prior 12-month period before the
measurement period.

Denominator
Exclusions

¢ Documentation of medical reason(s) for not having a BMI measurement
performed during the measurement period (e.g., patient is receiving palliative
care, patient is pregnant or patient is in an urgent or emergent medical
situation where time is of the essence and to delay treatment would
jeopardize the patient’s health status)

¢ Documentation of patient reason(s) for not having a BMI measurement
performed during the measurement period (e.g., patient refuses BMI
measurement or if there is any other reason documented in the medical
record by the provider explaining why BMI measurement was not appropriate)

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-month
measurement period (15 cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report on
all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for providers
using an electronic health record) or a random sample of not less than
76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic health
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Measure Title

IT-1.21 Adult Body Mass Index (BMI) Assessment

record) or a random sample of cases that is not less than 20% of all
cases; however, providers may cap the total sample size at 300 cases.

Numerator
Description

Patients with BMI calculated within the past six months or during the current
visit and a follow-up plan is documented within the last six months or during
the current visit if the BMI is outside of normal parameters.

Definitions:

BMI — Body mass index (BMI) is expressed as weight/height (BMI; kg/m2) and
is commonly used to classify weight categories.

Calculated BMI — Requires an eligible professional or their staff to measure
both the height and weight. Self-reported values cannot be used. BMl is
calculated either as weight in pounds divided by height in inches squared
multiplied by 703, or as weight in kilograms divided by height in meters
squared.

Follow-up Plan — Proposed outline of treatment to be conducted as a result of
a BMI out of normal parameters. Such follow-up may include but is not limited
to: documentation of a future appointment, education, referral (such as, a
registered dietician, nutritionist, occupational therapist, physical therapist,
primary care provider, exercise physiologist, mental health professional or
surgeon), pharmacological interventions, dietary supplements, exercise
counseling or nutrition counseling.

Numerator Inclusions

Body mass index (BMI) during the measurement period or 12-month period
prior to the measurement period.

Numerator Note: Calculated BMI or follow-up plan for BMI outside of normal
parameters that is documented in the medical record may be reported if done
in the provider’s office/facility or if obtained by the provider from outside
medical records within the past six months.

The documented follow-up interventions must be related to the BMI outside of
normal parameters, example: “Patient referred to nutrition counseling for BMI
above normal parameters”.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions beyond
what is described in the numerator description.

Setting

Multiple.

Data Source

Administrative clinical data
Paper medical record

Allowable
Denominator Sub-sets

All denominator subsets are permissible for this outcome
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IT-1.22: Asthma Percent of Opportunity Achieved

Measure IT-1.22 Asthma Percent of Opportunity Achieved
Title
Description | This measure is an asthma composite measure and is calculated by adding or "rolling
up" the number of times recommended care was provided over all the process
measures in the given measure set and dividing this sum by the total number of
opportunities for providing this recommended care.
NQF Not applicable
Number
Measure Not applicable
Steward
Link to http://www.jointcommission.org/assets/1/18/2010 Annual Report.pdf
source of http://www.ahrg.gov/legacy/qual/asthmacare/asthmodib.htm
measure
Measure Stand-alone (SA)
type
Performanc | Pay for Performance (P4P) — Improvement Over Self (10S)
eand DY4 DY5
Achievemen
t Type Achievement Level Baseline + 5% Baseline + 10%
Calculation *(performance gap) *(performance gap)
Baseline + 5% *(100% Baseline + 10%
— Baseline rate) *(100% — Baseline
rate)
DSRIP- Not applicable
specific
modificatio
ns to
Measure
Steward’s
specificatio
n
Denominat | The total number of opportunities can be calculated in the following manner-
or For each individual with an asthma diagnosis assign a count one for each of the four
Description | ;-5 cesses that should have been completed (should be 3-4 counts per patient) at least
once during the measurement period.
Denominat | The Measure Steward does not identify specific denominator inclusions beyond what
or is described in the numerator description.
Inclusions
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Measure IT-1.22 Asthma Percent of Opportunity Achieved

Title

Denominat | The Measure Steward does not identify specific denominator exclusions beyond what
or is described in the numerator description.

Exclusions

Denominat | Providers must report a minimum of 30 cases per measure during a 12-month

or Size measurement period (15 cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the denominator
size is less than or equal to 75, providers must report on all cases. No sampling
is allowed.

e For a measurement period (either 6 or 12 months) where the denominator
size is less than or equal to 380 but greater than 75, providers must report on
all cases (preferred, particularly for providers using an electronic health
record) or a random sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the denominator
size is greater than 380, providers must report on all cases (preferred,
particularly for providers using an electronic health record) or a random
sample of cases that is not less than 20% of all cases; however, providers may
cap the total sample size at 300 cases.

Numerator | The number of times that each of the asthma opportunities (processes) listed below
Description | were completed/fulfilled at least once during the measurement year for all

individuals with asthma (any age) :

1.) Documentation of Action/Management Plan,

2.) Severity Assessment

3.) Controller Therapy for those who are eligible, and

4.) Documentation of spirometry assessment completed within last two years.
Numerator | The Measure Steward does not identify specific numerator inclusions beyond what is
Inclusions described in the numerator description.
Numerator | The Measure Steward does not identify specific numerator exclusions beyond what is
Exclusions described in the numerator description.
Setting Ambulatory

Data Source

Clinical data; Electronic health records; Administrative claims.

Example template* for data collection:

Metric Calculation Summary
Numerator: 8

Denominator: 11
Achievement
Value: 72.7%

Patient Data |

Should the process
have occurred?

Did the process

Process occur?
1. Documentation of
Action/ Management

Plan

Patient

Patient 1

Yes Yes
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Measure
Title

IT-1.22 Asthma Percent of Opportunity Achieved

2. Severity
Assessment

3. Controller Therapy
(for those who are
eligible)

4. Documentation of
spirometry
assessment within
last 2 years

Yes

Not Applicable

No

Yes

No (Not Applicable)

Yes

Patient 2

1. Documentation of
Action/ Management
Plan

2. Severity
Assessment

3. Controller Therapy
(for those who are
eligible)

4. Documentation of
spirometry
assessment within
last 2 years

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Patient 3

1. Documentation of
Action/ Management
Plan

2. Severity
Assessment

3. Controller Therapy
(for those who are
eligible)

4. Documentation of
spirometry
assessment within
last 2 years

Yes

Yes

No

No

Yes

Yes

Yes

Yes

Total

Numerator =8

Denominator =11

*If providers wish to use this same template, it can be provided.

Allowable
Denominat
or Sub-sets

All denominator subsets are permissible for this outcome
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IT-1.23: Tobacco Use: Screening and Cessation

Measure Title

IT-1.23 Preventive care and screening: percentage of patients 18 years
and older who were screened for tobacco use at least once during the
two-year measurement period AND who received cessation counseling
intervention if identified as a tobacco user.

Description This measure is used to assess the percentage of patients aged 18 years
and older who were screened for tobacco use at least once during the
two-year measurement period AND who received cessation counseling
intervention if identified as a tobacco user.

NQF Number 0028

Measure Steward

American Medical Association - convened Physician Consortium for
Performance Improvement

Link to measure citation

http://www.qualityforum.org/
http://www.qualitymeasures.ahrg.gov/content.aspx?id=27942&search=t
obacco+screening+and+cessation

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) - QSMIC

Baseline DY4 DY5

Achievement Baseline MPL MPL + 10%* (HPL-

Level Calculations below MPL)
MPL
Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)

Benchmark Description

NCQA Quality Compass

HPL (90™ Percentile) 50.66%

MPL (25" Percentile) or 10*" if
applicable

34.09%

DSRIP-specific
modifications to Measure
Steward’s specification

The Measure Steward’s specification has been modified as follows:
e Removed references to “Denominator Inclusions/Exclusions field”
in numerator and denominator description fields.

Denominator Description

All patients aged 18 years and older who were seen twice for any visits or
who had at least one preventive care visit during the two year
measurement period.

Denominator Inclusions

Note: Refer to the original measure documentation for administrative
codes.

Denominator Exclusions

Documentation of medical reason(s) for not screening for tobacco use
(e.g., limited life expectancy).
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Measure Title

IT-1.23 Preventive care and screening: percentage of patients 18 years
and older who were screened for tobacco use at least once during the
two-year measurement period AND who received cessation counseling
intervention if identified as a tobacco user.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Patients who were screened for tobacco use* at least once during the
two-year measurement period AND who received tobacco cessation
counseling intervention** if identified as a tobacco user.

Numerator Inclusions

*Includes use of any type of tobacco.

**Cessation counseling intervention includes brief counseling (3 minutes
or less), and/or pharmacotherapy.

Note: Refer to the original measure documentation for administrative
codes.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Multiple

Data Source

Administrative clinical data
Electronic health/medical record
Paper medical record

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-1.24: Adolescent Tobacco Use

Measure Title

IT-1.24 Adolescent Tobacco Use

Description

Prevalence of high school tobacco use

NQF Number

Not applicable
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Measure Title

IT-1.24 Adolescent Tobacco Use

Measure Steward

Health People 2020 Initiative; Centers for Disease Control and
Prevention, National Center for HIV/AIDS, Viral Hepatitis, STD, and TB
Prevention (CDC/NCHHSTP)

Link to measure citation

http://www.healthypeople.gov/2020/topicsobjectives2020/TechSpecs.a
spx?hp2020id=TU-2.1

Measure type

Stand-Alone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific modifications
to Measure Steward’s
specification

None

Denominator Description

Number of students in grades 9 through 12.

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

The Measure Steward does not identify specific denominator exclusions
beyond what is described in the denominator description.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Number of students in grades 9 through 12 who report using cigarettes,
spit tobacco, or cigars on 1 or more of the 30 days preceding the survey.

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Ambulatory

Data Source

Youth Risk Behavior Surveillance System Survey Data, Other Provider
records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
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IT-1.25: Adult Tobacco Use

Measure Title

IT-1.25 Adult Tobacco Use

Description

Prevalence of adult tobacco use

NQF Number

Not applicable

Measure Steward

Healthy People 2020

Link to measure citation

http://www.healthypeople.gov/2020/topicsobjectives2020/objectiveslist.
aspx?topicld=41

Measure type

Stand-alone (SA)

Measure status

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to Measure
Steward’s specification

This measure reflects the combination of Healthy People 2020 TU-1.1
Reduce cigarette smoking by adults, TU-1.2 Reduce use of smokeless
tobacco products by adults, and TU-1.3 Reduce use of cigars by adults.

Denominator Description

Number of adults aged 18 years and older in the service area.

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

The Measure Steward does not identify specific denominator exclusions
beyond what is described in the denominator description.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Number of adults aged 18 years and older who report the use of
cigarettes, chewing tobacco, snuff, or cigars in the past 30 days.

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Ambulatory
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Measure Title

IT-1.25 Adult Tobacco Use

Data Source

Administrative/Clinical data sources

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-1.26: Seizure Type(s) and Current Seizure Frequency(ies)

Measure Title

IT-1.26 Seizure Type(s) and Current Seizure Frequency(ies)

Description All visits for patients with a diagnosis of epilepsy who had the type(s) of
seizure(s) and current seizure frequency for each seizure type
documented in the medical record.

NQF Number Not applicable

Measure Steward

American Academy of Neurology

Link to measure citation

http://www.qualityforum.org/WorkArea/linkit.aspx?Linkldentifier=id&lte
mID=71766

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)

DY4 DY5

Baseline + 10%
*(performance gap)

Baseline + 5%
*(performance gap)

Achievement Level
Calculation

Baseline + 5% *(100% Baseline + 10%
— Baseline rate) *(100% — Baseline
rate)

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

All visits for patients with a diagnosis of epilepsy.

Denominator Inclusions

CPT ®Procedure Codes: 99201, 99202, 99203, 99204, 99205, 99212,
99213, 99214, 99215, 99241, 99242,

99243, 99244, 99245, 99304, 99305. 99306, 99307, 99308, 99309
AND

ICD-9 diagnosis codes: 345.00, 345.01, 345.10, 345.11, 345.40. 345.41,
345.50, 345.51, 345.60, 345.61,

345.70, 345.71, 345.90, 345.91

Denominator Exclusions

Documentation of medical reason(s) or patient reason(s) for not
recording seizure type(s) and seizure frequency for each seizure type
(e.g., patient or caregiver unable or unwilling to communicate or provide
information) or documentation of patient reason(s).

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)
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Measure Title

IT-1.26 Seizure Type(s) and Current Seizure Frequency(ies)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Patient visits with seizure type(s) specified and current seizure frequency
for each seizure type documented in the medical record.

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Multiple

Data Source

Administrative/Clinical data sources

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-1.27: Pain Assessment and Follow-up

Measure Title

IT-1.27 Pain Assessment and Follow-Up

Description Percentage of patients aged 18 years and older with documentation of a
pain assessment through discussion with the patient including the use of
a standardized tool(s) on each visit AND documentation of a follow-up
plan when pain is present.

NQF Number 0420

Measure Steward

Centers for Medicare and Medicaid Services

Link to measure citation

http://www.qualityforum.org/QPS/0420

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)

DY4 DY5

Baseline + 10%
*(performance gap)

Baseline + 5%
*(performance gap)

Achievement Level
Calculation

Baseline + 5% *(100%
— Baseline rate)
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Measure Title

IT-1.27 Pain Assessment and Follow-Up

Baseline + 10%
*(100% — Baseline
rate)

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Patients 18 years of age and older on the date of the encounter.

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

e Severe mental and/or physical incapacity where the person is unable
to express himself/herself in a manner understood by others. For
example, cases where pain cannot be accurately assessed through use
of nationally recognized standardized pain assessment tools.

e Patientis in an urgent or emergent situation where time is of the
essence and to delay treatment would jeopardize the patient’s health
status.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Patient’s pain assessment is documented through discussion with the
patient including the use of a standardized tool(s) AND a follow-up plan is
documented when pain is present.

Numerator Inclusions

The standardized pain assessment tool to be selected by the provider

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Multiple

Data Source

Administrative/Clinical data sources

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
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IT-1.28: High Blood Pressure Screening and Follow-Up

Measure Title

IT-1.28 Screening for High Blood Pressure and Follow-Up Documented

Description Percentage of patients aged 18 years and older seen during the
measurement period who were screened for high blood pressure (BP)
AND for whom a recommended follow-up plan is documented based on
the current blood pressure reading as indicated

NQF Number Not applicable

Measure Steward

Centers of Medicare and Medicaid Services (GPRO 2014)

Link to measure citation

http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/PQRS/GPRO_Web_Interface.html

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)

DY4 DY5

Baseline + 5% Baseline + 10%
*(performance gap) *(performance gap)

Baseline + 5% *(100% Baseline + 10%
— baseline rate) *(100% — baseline
rate)

Achievement Level
Calculation

DSRIP-specific
modifications to Measure
Steward’s specification

None.

Denominator Description

All patients aged 18 years and older at the beginning of the measurement
period

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

The Measure Steward identifies the following exclusions:

e Documentation of medical reason(s) for not receiving screening
for high blood pressure (e.g., patient has an active diagnosis of
hypertension, patient is in an urgent or emergent situation where
time is of the essence and to delay treatment would jeopardize
the patient’s health status. This may include, but is not limited to
severely elevated BP when immediate medical treatment is
indicated).

e Documentation of patient reason(s) for not receiving screening
for high blood pressure (e.g., patient refuses BP measurement).

Note: Exclusions only applied if patient did not receive screening for high
blood pressure during the measurement period.
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Measure Title

IT-1.28 Screening for High Blood Pressure and Follow-Up Documented

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Patients who were screened for high blood pressure and a recommended
follow-up plan is documented as indicated if the blood pressure is pre-
hypertensive or hypertensive

Numerator Inclusions

Definitions:

BP Classification — BP is defined by four BP reading classifications as listed
in the “Recommended Blood Pressure Follow-Up” table below including
Normal, Pre-Hypertensive, First Hypertensive, and Second Hypertensive
Readings.

Recommended BP Follow-Up — The current Report of the Joint National
Committee on the Prevention, Detection, Evaluation, and Treatment of
High Blood Pressure (JNC) recommends BP screening intervals, lifestyle
modifications and interventions based on BP Classification of the current
BP reading as listed in the “Recommended BP Follow-Up” table below.

Lifestyle Modifications — The current JNC report outlines lifestyle
modifications and must include one or more of the following as indicated:
Weight Reduction, DASH Eating Plan, Dietary Sodium Restriction,
Increased Physical Activity, or Moderation in Alcohol Consumption.

Second Hypertensive Reading — Requires both a BP reading of Systolic BP
140 mmHg OR Diastolic BP 90 mmHg during the current encounter AND a
most recent BP reading within the last 12 months Systolic BP 140 mmHg
OR Diastolic BP 90 mmHg.

Second Hypertensive Reading Interventions — The current JNC report
outlines interventions based on BP Readings shown in the
“Recommended BP Follow-up” table and must include one or more of the
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Measure Title

IT-1.28 Screening for High Blood Pressure and Follow-Up Documented

following as indicated: Anti-Hypertensive Pharmacologic Therapy,
Laboratory Tests, or Electrocardiogram (ECG).

NUMERATOR NOTE: Although recommended screening interval for a
normal BP reading is every 2 years, to meet the intent of this measure, a
BP screening must be performed once per measurement period. The
intent of this measure is to screen patients for high blood pressure.
Normal blood pressure follow-up is not recommended for patients with
clinical or symptomatic hypotension.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Ambulatory

Data Source

Electronic Health Record, Administrative Claims, Clinical Data

Allowable Denominator

Sub-sets

All denominator subsets are permissible for this outcome

IT-1.29: Weight Assessment & Counseling for Children/Adolescents

Measure Title

IT-1.29 Weight Assessment and Counseling for Nutrition and Physical Activity for
Children/Adolescents

Description

Percentage of children 3-17 years of age who had an outpatient visit with a primary care
physician (PCP) or an OB/GYN and who had evidence of:

Rate #1: Body Mass Index (BMI) percentile documentation

Rate #2: Counseling for nutrition, and

Rate #3: Counseling for physical activity.

NQF Number

0024

Measure Steward

National Committee for Quality Assurance

Link to measure
citation

http://www.qualityforum.org/QPS/0024 and
http://www.qualitymeasures.ahrqg.gov/content.aspx?id=47124

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) - QSMIC

Baseline DY4 DY5
Achievement Baseline MPL MPL + 10%* (HPL-
Level Calculations below MPL)
MPL
Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)

Benchmark
Description

NCQA Quality Compass
HPL (90" Percentile) Rate #1:77.13%
Rate #2:77.61%
Rate #3: 64.87%
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Measure Title IT-1.29 Weight Assessment and Counseling for Nutrition and Physical Activity for

Children/Adolescents

Rate #1: 29.20%
Rate #2: 42.82%
Rate #3:31.63%

MPL (25" Percentile) or 10%" if
applicable

DSRIP-specific
modifications to
Measure Steward’s
specification

Clarified that denominator exclusion is mandatory

Denominator Children 3-17 years of age with at least one outpatient visit with a primary care physician

Description (PCP) or obstetrician-gynecologist (OB-GYN) during the measurement period.
Denominator The Measure Steward does not identify specific denominator inclusions beyond what is
Inclusions described in the denominator description.

Denominator Children who have a diagnosis of pregnancy during the measurement period.

Exclusions

Providers must report a minimum of 30 cases per measure during a 12-month
measurement period (15 cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the denominator size is
less than or equal to 75, providers must report on all cases. No sampling is
allowed.

e For a measurement period (either 6 or 12 months) where the denominator size is
less than or equal to 380 but greater than 75, providers must report on all cases
(preferred, particularly for providers using an electronic health record) or a
random sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the denominator size is
greater than 380, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of cases that is
not less than 20% of all cases; however, providers may cap the total sample size
at 300 cases.

Denominator Size

Numerator Children ages 3-17 with evidence of each of the following:
Description Rate #1: Documented body mass index (BMI) percentile
Rate #2: Counseling for nutrition
Rate #3: Counseling for physical activity during the measurement year
Numerator The Measure Steward does not identify specific numerator inclusions beyond what is
Inclusions described in the numerator description.
Numerator The Measure Steward does not identify specific numerator exclusions beyond what is
Exclusions described in the numerator description.
Setting Ambulatory
Data Source Administrative claims, electronic clinical data, paper medical records
Allowable All denominator subsets are permissible for this outcome

Denominator Sub-
sets
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IT-1.30: Pediatric Hemoglobin Alc Testing

Measure Title

IT-1.30 Hemoglobin Alc (HbAlc) Testing for Pediatric Patients

Description Percentage of pediatric patients 5-17 years of age with diabetes who received
an HbAlc test.
NQF Number 0060

Measure Steward

National Committee for Quality Assurance (NCQA)

Link to measure
citation

http://www.qualityforum.org/QPS/0060

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4 DY5

Baseline + 10%
*(performance gap)

Baseline + 5%
*(performance gap)

Achievement Level
Calculation

Baseline + 5% *(100% Baseline + 10%
— Baseline rate) *(100% — Baseline
rate)

DSRIP-specific
modifications to

Measure Steward’s

specification

None.

Denominator
Description

Patients aged 5-17 years old with a diagnosis of diabetes and/or notation of
prescribed insulin or oral hypoglycemics/antihyperglycemics for at least 12
months.

Denominator
Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator
Exclusions

Patients with gestational or steroid-induced diabetes should be excluded from
the denominator.

Insulin given only during hospitalization, or briefly to help a patient through an
acute illness, such as with steroid treatment or active infection, does not
constitute documentation of insulin use for diabetes.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-month
measurement period (15 cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report on
all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for providers
using an electronic health record) or a random sample of not less than
76 cases.
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Measure Title

IT-1.30 Hemoglobin Alc (HbA1lc) Testing for Pediatric Patients

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic health
record) or a random sample of cases that is not less than 20% of all
cases; however, providers may cap the total sample size at 300 cases.

Numerator
Description

Patients who had an HbAlc test performed during the measurement year.

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions beyond
what is described in the numerator description.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions beyond
what is described in the numerator description.

Setting Ambulatory
Data Source Administrative claims and clinical data
Allowable All denominator subsets are permissible for this outcome

Denominator Sub-sets

IT-1.31: Asthma Medication Management

Measure Title

IT-1.31 Medication Management for People with Asthma (MMA)

Description

The percentage of patients 5-64 years of age during the measurement period who
were identified as having persistent asthma and were dispensed appropriate
medications that they remained on during the treatment period.

Two rates are reported:
1. The percentage of patients who remained on an asthma controller
medication for at least 50% of their treatment period.
2. The percentage of patients who remained on an asthma controller
medication for at least 75% of their treatment period.

NQF Number

1799

Measure Steward

National Committee for Quality Assurance

Link to measure
citation

http://www.qualityforum.org/QPS/1799 and
http://www.qualitymeasures.ahrqg.gov/content.aspx?id=47172 and
http://www.qualitymeasures.ahrqg.gov/content.aspx?id=47173

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4

DY5

Baseline + 10%
*(performance gap)

Baseline + 5%
*(performance gap)

Baseline + 5% *(100% Baseline + 10%
— Baseline rate) *(100% — Baseline
rate)

Achievement Level
Calculation
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Measure Title

IT-1.31 Medication Management for People with Asthma (MMA)

DSRIP-specific
modifications to

specification

Measure Steward’s

None.

Denominator

Patients 5-64 years of age during the measurement period who were identified as

Description having persistent asthma.
Denominator Identify patients as having persistent asthma who met at least one of the
Inclusions following criteria during both the measurement period and the 12-months prior

to the measurement period. Criteria need not be the same across both the
measurement period and the prior 12-month period.
e Atleast one emergency department (ED) visit with asthma as the principal
diagnosis
e Atleast one acute inpatient encounter with asthma as the principal
diagnosis
e At least four outpatient asthma visits on different dates of service with
asthma as one of the listed diagnoses and at least two asthma
medication dispensing events
e At least four asthma medication dispensing events

Denominator
Exclusions

e Exclude any patients who had any diagnosis of Emphysema, , COPD,
Chronic Bronchitis, Cystic Fibrosis or Acute Respiratory Failure any time
during the patient’s history through the end of the measurement year
(e.g., December 31).

e Exclude any patients who have no asthma controller medications (Table
ASM-D) dispensed during the measurement year.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-month
measurement period (15 cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report on all
cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for providers
using an electronic health record) or a random sample of not less than 76
cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all cases
(preferred, particularly for providers using an electronic health record) or
a random sample of cases that is not less than 20% of all cases; however,
providers may cap the total sample size at 300 cases.

Numerator
Description

This measure uses 2 different numerators:

(1) Medication Compliance of 50%: Number of patients who achieved a PDC
of at least 50% for their asthma controller medications during the
measurement year.
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Measure Title

IT-1.31 Medication Management for People with Asthma (MMA)

(2) Medication Compliance of 75%: Number of patients who achieved a PDC
of at least 75% for their asthma controller medications during the
measurement year.

PDC equals (a) the proportion of days covered by at least one asthma controller
medication prescription (b) divided by the number of days in the treatment
period.

Numerator The Measure Steward does not identify specific numerator inclusions beyond

Inclusions what is described in the numerator description.

Numerator The Measure Steward does not identify specific numerator exclusions beyond

Exclusions what is described in the numerator description.

Setting Ambulatory

Data Source Administrative claims data, electronic clinical data, electronic clinical data:
pharmacy

Allowable
Denominator Sub-
sets

All denominator subsets are permissible for this outcome

IT- 1.33: Medical Assistance With Smoking and Tobacco Use Cessation

Measure Title

IT-1.33 Medical assistance with smoking and tobacco use cessation:
percentage of patients 18 years of age and older who were current
smokers or tobacco users who received advice to quit during the
measurement year.

Description

This measure is one component of a three-part survey measure
that looks at the health care provider's role in curbing smoking and
tobacco use.

Rate #1: Medical advice to quit smoking: percentage of
patients 18 years of age and older who were current smokers
or tobacco users and who received advice to quit smoking
during the measurement year

Rate #2: Cessation Medications: percentage of patients 18
years of age and older who were current smokers or tobacco
users and who discussed or were recommended cessation
medications during the measurement year.

Rate #3: Cessation Methods/Strategies: percentage of patients
18 years and older who were current smokers or tobacco
users and who discussed or were provided cessation methods
or strategies during the measurement year.

NQF Number

27
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http://www.qualitymeasures.ahrq.gov/content.aspx?id=39374
http://www.qualitymeasures.ahrq.gov/content.aspx?id=39374
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http://www.qualitymeasures.ahrq.gov/content.aspx?id=39374

Measure Title

IT-1.33 Medical assistance with smoking and tobacco use cessation:
percentage of patients 18 years of age and older who were current
smokers or tobacco users who received advice to quit during the
measurement year.

Measure Steward

National Committee for Quality Assurance

Link to measure citation

http://www.qualitymeasures.ahrqg.gov/content.aspx?id=47224

Measure type

Non Stand-Alone (NSA)

Performance and

Pay for Performance (P4P) - QSMIC

Achievement Type Baseline DY4 DY5
Achievement Baseline MPL MPL + 10%* (HPL-
Level Calculations below MPL)
MPL
Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)

Benchmark Description

NCQA Quality Compass

HPL (90" Percentile) Advice: 81.36%
Medications: 50.66%
Methods/Strategies: 56.62%

MPL (25™ Percentile) or 10™" if
applicable

Advice: 71.43%
Medications: 34.09%
Methods/Strategies: 37.46%

DSRIP-specific modifications
to Measure Steward’s
specification

The Measure Steward’s specification has been modified as follows:
e Replaced term "member" with "patient"
e Removed references to Medicare, Medicaid, and commercial
specifications
e Clarified that measure is reported as three separate rates

Denominator Description

The number of eligible patients who responded to the survey and
indicated that they were current smokers or tobacco users

Denominator Inclusions

The number of eligible* patients who responded to the survey and
indicated that they were current smokers or tobacco users and had one
or more visits during the measurement period

*Eligible Population: Patients age 18 years and older as of the last day of
the measurement period and who had at least one (1) outpatient
encounter in the prior 12-month period.

Denominator Exclusions

The Measure Steward does not identify specific denominator exclusions
beyond what is described in the denominator description.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)
e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

9/18/2014

68




Measure Title

IT-1.33 Medical assistance with smoking and tobacco use cessation:
percentage of patients 18 years of age and older who were current
smokers or tobacco users who received advice to quit during the
measurement year.

e For ameasurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

The number of patients in the denominator who indicated that they had
received advice to quit from a doctor or other health provider (see the
related "Numerator Inclusions/Exclusions" field)

Numerator Inclusions

The number of patients in the denominator who indicated that they had
received advice to quit from a doctor or other health provider, reported
as three separate rates.

e Advising to Quit

e Discussing Strategies

e Discussing Medications

Note: Refer to the original measure documentation for information
regarding survey questions.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Ambulatory

Data Source

Administrative or clinical data
Patient/Individual survey

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT- 1.34: Appropriate Testing for Children With Pharyngitis

Measure Title

IT-1.34 Appropriate testing for children with pharyngitis

Description The percentage of children 2 to 18 years of age who were diagnosed with
pharyngitis, dispensed an antibiotic, and received a group A streptococcus
(strep) test for the episode.

NQF Number 2

Measure Steward

Agency for Healthcare Research and Quality

Link to measure citation

http://www.qualityforum.org/
http://www.qualitymeasures.ahrg.gov/content.aspx?id=47165
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Measure Title

IT-1.34 Appropriate testing for children with pharyngitis

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) - QSMIC

Benchmark Description

Baseline DY4 DY5
Achievement Baseline MPL MPL + 10%* (HPL-
Level Calculations below MPL)
MPL
Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)
NCQA Accreditation Benchmarks and Thresholds
HPL (90t Percentile) 83.65%
MPL (25" Percentile) or 10*" if 58.50%

applicable

DSRIP-specific
modifications to Measure
Steward’s specification

The Measure Steward’s specification has been modified as follows:
o Replaced term "member" with "patient"
e Removed references to tables that are not included in the
document
e Removed references to rounded rate in performance level values

Denominator Description

Children 2 years of age as of July 1 of the year prior to the measurement
year to 18 years of age as of June 30 of the measurement year, with a
Negative Medication History, who had an outpatient or emergency
department (ED) visit with only a diagnosis of pharyngitis and a dispensed
antibiotic for that episode of care during the Intake Period

Denominator Inclusions

Note:

e A prescription is considered active if the "days supply" indicated on
the date the patient filled the prescription is the number of days or
more between that date and the relevant service date. The 30-day
look back period for pharmacy data includes the 30 days prior to the
Intake Period.

Denominator Exclusions

e Exclude claims/encounters with more than one diagnosis.

e Do notinclude ED visits that result in an inpatient admission.

e Exclude Episode Dates if the patient did not receive antibiotics on or
three days after the Episode Date.

e Test for Negative Medication History. Exclude Episode Dates where a
new or refill prescription for an antibiotic medication was filled 30
days prior to the Episode Date or where a prescription filled more
than 30 days prior to the Episode Date was active on the Episode
Date.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)
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Measure Title

IT-1.34 Appropriate testing for children with pharyngitis

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Children from the denominator with a group A streptococcus (strep) test
in the seven-day period from three days prior to the Index Episode Start
Date (IESD) through three days after the IESD

Numerator Inclusions

*|ESD: The earliest Episode Date during the Intake Period that meets all of
the following criteria:

e Linked to a dispensed antibiotic prescription on or during the
three days after the Episode Date

e A 30-day Negative Medication History prior to the Episode Date

e The patient was continuously enrolled during the 30 days prior to
the Episode Date through 3 days after the Episode Date.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Ambulatory

Data Source

Administrative clinical data
Pharmacy data

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-2.1: Congestive Heart Failure (CHF) Admission Rate

Measure Title

IT-2.1 Congestive Heart Failure (CHF) Admission Rate

Description Admissions with a principal diagnosis of heart failure per 100,000 population,
ages 18 years and older.
NQF Number Not applicable
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Measure Title

IT-2.1 Congestive Heart Failure (CHF) Admission Rate

Measure Steward

Agency for Healthcare Research and Quality (AHRQ) Prevention Quality
Indicators (PQl #8)

Link to measure citation

http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQl/V41/TechSpe
cs/PQ1%2008%20CHF%20Admission%20Rate.pdf

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Population ages 18 years and older in metropolitan area® or county.

Denominator Inclusions

Discharges in the numerator are assigned to the denominator based on the
metropolitan area or county of the patient residence, not the metropolitan
area or county of the hospital where the discharge occurred.

Denominator Exclusions

None

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-month
measurement period (15 cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report on
all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for providers
using an electronic health record) or a random sample of not less than
76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic health
record) or a random sample of cases that is not less than 20% of all
cases; however, providers may cap the total sample size at 300 cases.

Numerator Description

Discharges, for patients ages 18 years and older, with a principal ICD-9-CM
diagnosis code for heart failure x 100,000*.

Numerator Inclusions

Include ICD-9-CM diagnosis codes:

39891 RHEUMATIC HEART FAILURE
OCT02-
4280 CONGESTIVE HEART FAILURE
OCTO02-

42831 AC DIASTOLIC HRT FAILURE

42832 CHR DIASTOLIC HRT FAIL

1 The term “metropolitan area” (MA) was adopted by the U.S. Census in 1990 and referred collectively to
metropolitan statistical areas (MSAs), consolidated metropolitan statistical areas (CMSAs) and primary
metropolitan statistical areas (PMSAs). In addition, “area” could refer to either 1) FIPS county, 2) modified FIPS
county, 3) 1999 OMB Metropolitan Statistical Area or 4) 2003 OMB Metropolitan Statistical Area. Micropolitan
Statistical Areas are not used in the Ql software.
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Measure Title

IT-2.1 Congestive Heart Failure (CHF) Admission Rate

4281 LEFT HEART FAILURE 42833 AC ON CHR DIAST HRT FAIL
OCT02-

42820 SYSTOLIC HRT FAILURE NOS OCT02- 42840 SYST/DIAST HRT FAIL NOS
OCT02- 42821 AC SYSTOLIC HRT FAILURE OCT02- 42841 AC SYST/DIASTOL
HRT FAIL OCT02-

42822 CHR SYSTOLIC HRT FAILURE OCT02- 42842 CHR SYST/DIASTL HRT FAIL
OCT02-

42823 AC ON CHR SYST HRT FAIL OCT02- 42843 AC/CHR SYST/DIA HRT FAIL
OCT02- 42830 DIASTOLC HRT FAILURE NOS OCT02- 4289 HEART FAILURE NOS

*The multiplier of 100,000 is to reflect the "per 100,000" that will result once
the numerator is divided by the denominator

Numerator Exclusions

Exclude cases:
e with any-listed ICD-9-CM procedure codes for cardiac procedure
e transfer from a hospital (different facility)
¢ transfer from a Skilled Nursing Facility (SNF) or Intermediate Care
Facility (ICF)
¢ transfer from another health care facility
¢ with missing gender (SEX=missing), age (AGE=missing), quarter
(DQTR=missing), year (YEAR=missing), principal diagnosis
(DX1=missing), or county (PSTCO=missing)
See Prevention Quality Indicators Appendices (refer to measure citation link):
¢ Appendix A — Admission Codes for Transfers
¢ Appendix B — Cardiac Procedure Codes

Setting

Inpatient

Data Source

Administrative Claims, Electronic Health Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-2.5: Hypertension (HTN) Admission Rate

Measure Title

IT-2.5 Hypertension (HTN) Admission Rate

Description Admissions with a principal diagnosis of hypertension per 100,000
population, ages 18 years and older.
NQF Number Not applicable

Measure Steward

Agency for Healthcare Research and Quality (AHRQ) Prevention Quality
Indicators (PQI #7)

Link to measure citation

http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQl/V45/Te
chSpecs/PQl%2007%20Hypertension%20Admission%20Rate.pdf

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization
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Measure Title

IT-2.5 Hypertension (HTN) Admission Rate

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Population ages 18 years and older in metropolitan area? or county.
Discharges in the numerator are assigned to the denominator based on
the metropolitan area or county of the patient residence, not the
metropolitan area or county of the hospital where the discharge
occurred.

Denominator Inclusions

Not specified by measure steward

Denominator Exclusions

None

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Discharges, for patients ages 18 years and older, with a principal ICD-9-
CM diagnosis code for hypertension x 100,000*.

Numerator Inclusions

ICD-9-CM Hypertension diagnosis codes:

4010 MALIGNANT HYPERTENSION 4019 HYPERTENSION NOS
40200 MAL HYPERTEN HRT DISNOS 40210 BEN HYPERTEN HRT DIS
NOS

40290 HYPERTENSIVE HRT DIS NOS 40300 MAL HYP REN W/O REN
FAIL

2 The term “metropolitan area” (MA) was adopted by the U.S. Census in 1990 and referred collectively to
metropolitan statistical areas (MSAs), consolidated metropolitan statistical areas (CMSAs) and primary
metropolitan statistical areas (PMSAs). In addition, “area” could refer to either 1) FIPS county, 2) modified FIPS
county, 3) 1999 OMB Metropolitan Statistical Area or 4) 2003 OMB Metropolitan Statistical Area. Micropolitan
Statistical Areas are not used in the QI software.
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Measure Title IT-2.5 Hypertension (HTN) Admission Rate

40310 BEN HYP REN W/O REN FAIL 40390 HYP REN NOS W/O REN
FAIL

40400 MAL HY HT/REN W/O CHF/RF 40410 BEN HY HT/REN W/O
CHF/RF

40490 HY HT/REN NOS W/O CHF/RF

*The multiplier of 100,000 is to reflect the "per 100,000" that will result
once the numerator is divided by the denominator

Numerator Exclusions Exclude cases:

e with any-listed ICD-9-CM procedure codes for cardiac procedure

e transfer from a hospital (different facility)

e transfer from a Skilled Nursing Facility (SNF) or Intermediate Care
Facility (ICF)

e transfer from another health care facility

e with missing gender (SEX=missing), age (AGE=missing), quarter
(DQTR=missing), year (YEAR=missing), principal diagnosis
(DX1=missing), or county (PSTCO=missing)

See Prevention Quality Indicators Appendices (refer to measure citation

link):

e Appendix A — Admission Codes for Transfers

e Appendix B — Cardiac Procedure Codes

ICD-9-CM Stage I-IV kidney disease diagnosis codes:

40300 MAL HY KID W CRKID I-IV 40310 BEN HY KID W CR KID I-IV
40390 HY KID NOS W CRKID I-IV 40400 MAL HY HT/KD I-IV W/O HF
40410 BEN HY HT/KD I-IV W/O HF 40490 HY HT/KD NOS I-IV W/O HF

ICD-9-CM Dialysis access procedure codes:

3895 VEN CATH RENAL DIALYSIS 3927 DIALYSIS ARTERIOVENOSTOM
3929 VASC SHUNT & BYPASS NEC 3942 REVIS REN DIALYSIS SHUNT
3943 REMOV REN DIALYSIS SHUNT 3993 INSERT VES-TO-VES CANNUL
3994 REPLAC VES-TO-VES CANNUL

Setting Inpatient

Data Source Administrative Claims, Electronic Health Records
Allowable Denominator All denominator subsets are permissible for this outcome
Sub-sets

IT-2.7: Behavioral Health/Substance Abuse (BH/SA) Admission Rate

Measure Title IT-2.7 Behavioral Health/Substance Abuse (BH/SA) Admission Rate
Description The rate of admissions with a principal diagnosis for behavioral health

and/or substance abuse per 100,000 population, ages 18 years and older.
NQF Number Not applicable

75
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Measure Title

IT-2.7 Behavioral Health/Substance Abuse (BH/SA) Admission Rate

Measure Steward

Measure modeled after Agency for Healthcare Research and Quality (AHRQ)
Prevention Quality Indicators (PQl)

Link to measure citation

http://www.qualityindicators.ahrgq.gov/Modules/PQl TechSpec.aspx

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to Measure
Steward’s specification

The measure was tailored to measure admission rates specific to behavioral
health and substance abuse

Denominator Description

Population ages 18 years and older in metropolitan area® or county.
Discharges in the numerator are assigned to the denominator based on the
metropolitan area or county of the patient residence, not the metropolitan
area or county of the hospital where the discharge occurred.

Denominator Inclusions

Not specified by measure steward

Denominator Exclusions

None

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report
on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of
not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic health
record) or a random sample of cases that is not less than 20% of all
cases; however, providers may cap the total sample size at 300
cases.

Numerator Description

Discharges, for patients ages 18 years and older, with a principal ICD-9-CM
diagnosis codes related to behavioral health and/or substance abuse x
100,000*.

Numerator Inclusions

*The multiplier of 100,000 is to reflect the "per 100,000" that will result
once the numerator is divided by the denominator

Numerator Exclusions

Exclude cases:
e transfer from a hospital (different facility)

3 The term “metropolitan area” (MA) was adopted by the U.S. Census in 1990 and referred collectively to
metropolitan statistical areas (MSAs), consolidated metropolitan statistical areas (CMSAs) and primary
metropolitan statistical areas (PMSAs). In addition, “area” could refer to either 1) FIPS county, 2) modified FIPS
county, 3) 1999 OMB Metropolitan Statistical Area or 4) 2003 OMB Metropolitan Statistical Area. Micropolitan
Statistical Areas are not used in the QI software.
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http://www.qualityindicators.ahrq.gov/Modules/PQI_TechSpec.aspx

Measure Title

IT-2.7 Behavioral Health/Substance Abuse (BH/SA) Admission Rate

e transfer from a Skilled Nursing Facility (SNF) or Intermediate Care Facility

(ICF)
e transfer from another health care facility
e with missing gender (SEX=missing), age (AGE=missing), quarter

(DQTR=missing), year (YEAR=missing), principal diagnosis (DX1=missing),

or county (PSTCO=missing)

See Prevention Quality Indicators Appendices (refer to measure citation link):

e Appendix A — Admission Codes for Transfers

Setting

Inpatient

Data Source

Administrative Claims, Electronic Health Record

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-2.8: Risk Adjusted Behavioral Health/Substance Abuse (BH/SA)

Admission Rate

Measure Title

IT-2.8 Risk Adjusted Behavioral Health/Substance Abuse (BH/SA)
Admission Rate

Description The risk adjusted rate of admissions with a principal diagnosis for
behavioral health and/or substance abuse
NQF Number Not applicable

Measure Steward

Not applicable

Link to measure citation

Category 3 Risk-adjusting Resources: http://www.hhsc.state.tx.us/1115-
Waiver-Guideline.shtml

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)

DY4 DY5
Achievement Level Baseline - 5% Baseline - 10%
Calculation *(performance gap) *(performance gap)

Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)

Baseline is equal to the ratio of Observed divided by Expected rate of
readmissions.
Baseline = Observed rate / Expected rate

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Expected (risk-adjusted) rate of admissions for behavioral
health/substance abuse issues during the measurement year.
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Measure Title

IT-2.8 Risk Adjusted Behavioral Health/Substance Abuse (BH/SA)
Admission Rate

The Expected rate reflects the anticipated (or expected) number of
admissions based on the case-mix of the eligible population . The
Expected rate is equal to the sum of the normative coefficients for
likelihood of admission, divided by the total number of at-risk individuals.

Denominator Inclusions

The Expected rate of admissions should be calculated using a validated,

tested, and approved methodology. Providers may use the following

methodologies:

e Vendor Supported software

e Internal or Provider developed risk adjustment algorithms (e.g.
multivariable logistic regression)

e Texas External Review Organization (EQRO) Category 4 data

More information on calculation of the Expected rate of admissions can
be found in the Key Information for reporting OD-2 and OD-3 Risk
Adjusted rates for Category 3 documentation

Denominator Exclusions

Global exclusionary criteria:

e Patients that left against medical advice (LAMA)

e Patients with discharge status "deceased" during Index Admission

e Patients with CRG status 8 (dominant, metastatic, and complicated
malignancies) or 9 (catastrophic conditions) are excluded

Depending on the risk-adjusting methodology to be used, additional
exclusionary criteria may be applicable (to be defined by the performing
provider or vendor methodology).

Denominator Size

Providers must report a minimum of 30 cases (defined as at-risk patients)
per measure during a 12-month measurement period (15 cases for a 6-
month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Observed (Actual) rate of behavioral health/substance abuse admissions
during the measurement year
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Measure Title

IT-2.8 Risk Adjusted Behavioral Health/Substance Abuse (BH/SA)
Admission Rate

The Observed (Actual) rate is calculated by dividing the number of
admissions for behavioral health/substance abuse by the total number of
at-risk patients during the measurement period.

Numerator Inclusions

The number of observed admissions and at-risk patients are specific to
the methodology being applied. Various software allow for delineation of
admissions based on planned vs unplanned, and whether the admission
was considered preventable.

More information on calculation of the Observed (Actual) rate of
readmissions can be found in the Key Information for reporting OD-2 and
OD-3 Risk Adjusted rates for Category 3 documentation

Numerator Exclusions

Patients with CRG status 8 (dominant, metastatic, and complicated
malignancies) or 9 (catastrophic conditions) are excluded

Setting

Inpatient

Data Source

Administrative Claims, Clinical Data, Electronic Health Record

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-2.9: Chronic Obstructive Pulmonary Disease (COPD) Admission Rate

Measure Title

IT-2.9 Chronic Obstructive Pulmonary Disease (COPD) Admission Rate

Description Admissions with a principal diagnosis of chronic obstructive pulmonary
disease (COPD) per 100,000 population, ages 18 years and older.
NQF Number Not applicable

Measure Steward

Agency for Healthcare Research and Quality (AHRQ) Prevention Quality
Indicators (PQl #7)

Link to measure citation

http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQl/V45/Te
chSpecs/PQl%2005%20COPD%200r%20Asthma%20in%200Ider%20Adults
%20Admission%20Rate.pdf

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to Measure
Steward’s specification

Age range modified to 18 years and older instead of the specified 40 years
and older.

Diagnoses are limited to COPD; asthma and acute bronchitis diagnoses
are excluded.

Denominator Description

Population ages 18 years and older in metropolitan area‘or county.
Discharges in the numerator are assigned to the denominator based

4 The term “metropolitan area” (MA) was adopted by the U.S. Census in 1990 and referred collectively to
metropolitan statistical areas (MSAs), consolidated metropolitan statistical areas (CMSAs) and primary
metropolitan statistical areas (PMSAs). In addition, “area” could refer to either 1) FIPS county, 2) modified FIPS
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http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V45/TechSpecs/PQI%2005%20COPD%20or%20Asthma%20in%20Older%20Adults%20Admission%20Rate.pdf
http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V45/TechSpecs/PQI%2005%20COPD%20or%20Asthma%20in%20Older%20Adults%20Admission%20Rate.pdf
http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V45/TechSpecs/PQI%2005%20COPD%20or%20Asthma%20in%20Older%20Adults%20Admission%20Rate.pdf

Measure Title

IT-2.9 Chronic Obstructive Pulmonary Disease (COPD) Admission Rate

on the metropolitan area or county of the patient residence, not the
metropolitan area or county of the hospital where the discharge
occurred.

Denominator Inclusions

Not specified by measure steward

Denominator Exclusions

None

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Discharges, for patients ages 18 years and older, with a principal ICD-9-
CM diagnosis code for COPD (excluding acute bronchitis) x 100,000*

Numerator Inclusions

ICD-9-CM COPD (excluding acute bronchitis) diagnosis codes®:

4910 SIMPLE CHR BRONCHITIS 4911 MUCOPURUL CHR
BRONCHITIS

49120 OBST CHR BRONC W/O EXAC 49121 OBS CHR BRONC W(AC)
EXAC

4918 CHRONIC BRONCHITIS NEC 4919 CHRONIC BRONCHITIS NOS
4920 EMPHYSEMATOUS BLEB 4928 EMPHYSEMA NEC

494 BRONCHIECTASIS 4940 BRONCHIECTAS W/O AC
EXAC

4941 BRONCHIECTASIS W ACEXAC 496 CHR AIRWAY OBSTRUCT NEC

*The multiplier of 100,000 is to reflect the "per 100,000" that will result
once the numerator is divided by the denominator

Numerator Exclusions

Exclude cases:

county, 3) 1999 OMB Metropolitan Statistical Area or 4) 2003 OMB Metropolitan Statistical Area. Micropolitan
Statistical Areas are not used in the QI software.

5 The procedure or diagnosis codes are continuously updated. The current list of ICD-9-CM codes is valid for
October 2012 through September 2013. Italicized codes are not active in Fiscal Year 2013.
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Measure Title

IT-2.9 Chronic Obstructive Pulmonary Disease (COPD) Admission Rate

e with any-listed ICD-9-CM diagnosis codes for cystic fibrosis and
anomalies of the respiratory system

e transfer from a hospital (different facility)

e transfer from a Skilled Nursing Facility (SNF) or Intermediate Care
Facility (ICF)

e transfer from another health care facility

e with missing gender (SEX=missing), age (AGE=missing), quarter
(DQTR=missing), year (YEAR=missing),principal diagnosis
(DX1=missing), or county (PSTCO=missing)

See Prevention Quality Indicators Appendices (refer to measure citation
link):
e Appendix A — Admission Codes for Transfers

ICD-9-CM Cystic fibrosis and anomalies of the respiratory system
diagnosis codes:

27700 CYSTIC FIBROS W/O ILEUS 27701 CYSTIC FIBROS W ILEUS
27702 CYSTIC FIBROS W PUL MAN 27703 CYSTIC FIBROSIS W GI MAN
27709 CYSTIC FIBROSIS NEC 51661 NEUROEND CELL HYPRPL INF

51662 PULM INTERSTITL GLYCOGEN 51663 SURFACTANT MUTATION
LUNG

51664 ALV CAP DYSP W VN MISALN 51669 OTH INTRST LUNG DIS CHLD

74721 ANOMALIES OF AORTIC ARCH 7483 LARYNGOTRACH ANOMALY
NEC

7484 CONGENITAL CYSTIC LUNG 7485 AGENESIS OF LUNG

74860 LUNG ANOMALY NOS 74861 CONGEN BRONCHIECTASIS
74869 LUNG ANOMALY NEC 7488 RESPIRATORY ANOMALY NEC
7489 RESPIRATORY ANOMALY NOS 7503 CONG ESOPH FISTULA/ATRES

7593 SITUS INVERSUS 7707 PERINATAL CHR RESP DIS

Setting

Inpatient

Data Source

Administrative Claims, Electronic Health Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
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IT-2.13: Diabetes Short Term Complication Admission Rate

Measure Title

IT-2.13 Diabetes Short Term Complication Admission Rate

Description Admissions for a principal diagnosis of diabetes with short-term
complications (ketoacidosis, hyperosmolarity, or coma) per 100,000
population, ages 18 years and older.

NQF Number Not applicable

Measure Steward

Agency for Healthcare Research and Quality (AHRQ) Prevention Quality
Indicator (PQl)

Link to measure citation

http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQl/V45/Te
chSpecs/PQI%2001%20Diabetes%20Short-
term%20Complications%20Admission%20Rate.pdf

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Population ages 18 years and older in metropolitan area® or county.

Denominator Inclusions

Discharges in the numerator are assigned to the denominator based on
the metropolitan area or county of the patient residence, not the
metropolitan area or county of the hospital where the discharge
occurred.

Denominator Exclusions

None

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all

6 The term “metropolitan area” (MA) was adopted by the U.S. Census in 1990 and referred collectively to
metropolitan statistical areas (MSAs), consolidated metropolitan statistical areas (CMSAs) and primary
metropolitan statistical areas (PMSAs). In addition, “area” could refer to either 1) FIPS county, 2) modified FIPS
county, 3) 1999 OMB Metropolitan Statistical Area or 4) 2003 OMB Metropolitan Statistical Area. Micropolitan
Statistical Areas are not used in the Ql software.
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Measure Title

IT-2.13 Diabetes Short Term Complication Admission Rate

cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Discharges, for patients ages 18 years and older, with a principal ICD-9-
CM diagnosis code for diabetes short-term complications (ketoacidosis,
hyperosmolarity, or coma) x 100,000*.

Numerator Inclusions

The following ICD-9-CM codes will be used for diabetes short-term
complications: 25010, 25011, 25012, 25013, 25020, 25021, 25022, 25023,
25030, 25031, 25032, 25033

*The multiplier of 100,000 is to reflect the "per 100,000" that will result
once the numerator is divided by the denominator

Numerator Exclusions

e Transfer from a hospital (different facility), Skilled Nursing Facility
(SNF) or Intermediate Care Facility (ICF), or another health care
facility

e Obstetric admissions

e Missing gender, age, quarter, year, principal diagnosis, or county

Setting

Inpatient

Data Source

Administrative Claims, Electronic Health Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-2.16: Risk-Adjusted Diabetes Long Term Complications Admission

Rate
Measure Title IT-2.16 Risk-Adjusted Diabetes Long Term Complications Admission Rate
Description Risk-adjusted admission rate for a principal diagnosis of diabetes with
long-term complications (renal, eye, neurological, circulatory, or
complications not otherwise specified)
NQF Number Not applicable

Measure Steward

Not applicable

Link to measure citation

Category 3 Risk-adjusting Resources: http://www.hhsc.state.tx.us/1115-
Waiver-Guideline.shtml

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4 DY5

Baseline - 10%
*(performance gap)

Baseline - 5%
*(performance gap)

Achievement Level
Calculation

Baseline - 10% *(0% —
Baseline rate)

Baseline - 5% *(0% —
Baseline rate)
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Measure Title

IT-2.16 Risk-Adjusted Diabetes Long Term Complications Admission Rate

Baseline is equal to the ratio of Observed divided by Expected rate of
readmissions.
Baseline = Observed rate / Expected rate

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Expected (risk-adjusted) rate of admissions for long term diabetes
complications during the measurement year.

The Expected rate reflects the anticipated (or expected) number of
admissions based on the case-mix of the eligible population. The Expected
rate is equal to the sum of the normative coefficients for likelihood of
admission, divided by the total number of at-risk individuals.

Denominator Inclusions

The Expected rate of admissions should be calculated using a validated,

tested, and approved methodology. Providers may use the following

methodologies:

e Vendor Supported software

e Internal or Provider developed risk adjustment algorithms (e.g.
multivariable logistic regression)

e Texas External Review Organization (EQRO) Category 4 data

More information on calculation of the Expected rate of admissions can
be found in the Key Information for reporting OD-2 and OD-3 Risk
Adjusted rates for Category 3 documentation

Denominator Exclusions

Global exclusionary criteria:

e Patients that left against medical advice (LAMA)

e Patients with discharge status "deceased" during Index Admission

e Patients with CRG status 8 (dominant, metastatic, and complicated
malignancies) or 9 (catastrophic conditions) are excluded

Depending on the risk-adjusting methodology to be used, additional
exclusionary criteria may be applicable (to be defined by the performing
provider or vendor methodology).

Denominator Size

Providers must report a minimum of 30 cases (defined as at-risk patients)
per measure during a 12-month measurement period (15 cases for a 6-
month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.
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Measure Title

IT-2.16 Risk-Adjusted Diabetes Long Term Complications Admission Rate

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Observed (Actual) rate of long term diabetes complications admissions
during the measurement year

The Observed (Actual) rate is calculated by dividing the number of
admissions for long term diabetes complications by the total number of
at-risk patients during the measurement period.

Numerator Inclusions

The number of observed admissions and at-risk patients are specific to
the methodology being applied. Various software allow for delineation of
admissions based on planned vs unplanned, and whether the admission
was considered preventable.

More information on calculation of the Observed (Actual) rate of
readmissions can be found in the Key Information for reporting OD-2 and
OD-3 Risk Adjusted rates for Category 3 documentation

Numerator Exclusions

e Patients with CRG status 8 (dominant, metastatic, and complicated
malignancies) or 9 (catastrophic conditions) are excluded

Setting

Inpatient

Data Source

Administrative Claims, Clinical Data, Electronic Health Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-2.17: Uncontrolled Diabetes Admissions Rate

Measure Title

IT-2.17 Uncontrolled Diabetes Admissions Rate

Description Admissions for a principal diagnosis of diabetes without mention of short-
term (ketoacidosis, hyperosmolarity, or coma) or long-term (renal, eye,
neurological, circulatory, or other unspecified) complications per 100,000
population, ages 18 years and older.

NQF Number Not applicable

Measure Steward

Agency for Healthcare Research and Quality (AHRQ) Prevention Quality
Indicators (PQl)

Link to measure citation

http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQl/V45/Te
chSpecs/PQl1%2014%20Uncontrolled%20Diabetes%20Admission%20Rate.

pdf

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization
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http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V45/TechSpecs/PQI%2014%20Uncontrolled%20Diabetes%20Admission%20Rate.pdf

Measure Title

IT-2.17 Uncontrolled Diabetes Admissions Rate

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Population in Metro Area’ or county, age 18 years and older.

Denominator Inclusions

Discharges in the numerator are assigned to the denominator based on
the metropolitan area or county of the patient residence, not the
metropolitan area or county of the hospital where the discharge
occurred®,

Denominator Exclusions

None

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Discharges, for patients ages 18 years and older, with a principal ICD-9-
CM diagnosis code for uncontrolled diabetes without mention of a short-
term or long-term complication x 100,000*.

Numerator Inclusions

The following ICD-9-CM codes for uncontrolled diabetes will be included:
25002 & 25003

*The multiplier of 100,000 is to reflect the "per 100,000" that will result
once the numerator is divided by the denominator

Numerator Exclusions

e Transfer from a hospital (different facility), Skilled Nursing Facility
(SNF) or Intermediate Care Facility (ICF), or from another health care
facility

e Missing gender, age, quarter, year, principal diagnosis, or county

7 The term “metropolitan area” (MA) was adopted by the U.S. Census in 1990 and referred collectively to metropolitan statistical areas (MSAs),
consolidated metropolitan statistical areas (CMSAs), and primary metropolitan statistical areas (PMSAs). In addition, “area” could refer to either
1) FIPS county, 2) modified FIPS county, 3) 1999 OMB Metropolitan Statistical Area, or 4) 2003 OMB Metropolitan Statistical Area. Micropolitan
Statistical Areas are not used in the QI software.

& The denominator can be specified with the diabetic population only and calculated with the SAS QI software through the condition-specific

denominator at the state-level feature.

9/18/2014

86




Measure Title

IT-2.17 Uncontrolled Diabetes Admissions Rate

Setting

Inpatient

Data Source

Administrative Claims, Clinical Data, Electronic Health Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-2.19: Flu and pneumonia Admission Rate

Measure Title

IT-2.19 Flu and pneumonia Admission Rate

Description Admissions with a principal diagnosis of bacterial pneumonia and
influenza per 100,000 population, ages 18 years and older.
NQF Number Not applicable

Measure Steward

Agency for Healthcare Research and Quality (AHRQ) Prevention Quality
Indicators (PQl)

Link to measure citation

http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQl/V45/Te
chSpecs/PQl1%2011%20Bacterial%20Pneumonia%20Admission%20Rate.p
df

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to Measure
Steward’s specification

The measure was modified by including diagnostic codes related to
influenza-related complications and conditions resulting in
hospitalizations.

Denominator Description

Population ages 18 years and older in metropolitan area® or county.

Denominator Inclusions

Discharges in the numerator are assigned to the denominator based on
the metropolitan area or county of the patient residence, not the
metropolitan area or county of the hospital where the discharge
occurred.

Denominator Exclusions

None

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,

9 The term “metropolitan area” (MA) was adopted by the U.S. Census in 1990 and referred collectively to
metropolitan statistical areas (MSAs), consolidated metropolitan statistical areas (CMSAs) and primary
metropolitan statistical areas (PMSAs). In addition, “area” could refer to either 1) FIPS county, 2) modified FIPS
county, 3) 1999 OMB Metropolitan Statistical Area or 4) 2003 OMB Metropolitan Statistical Area. Micropolitan
Statistical Areas are not used in the QI software.
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Measure Title

IT-2.19 Flu and pneumonia Admission Rate

providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Discharges, for patients ages 18 years and older, with a principal ICD-9-
CM diagnosis code for bacterial pneumonia and influenza x 100,000*.

Numerator Inclusions

The following ICD-9-CM diagnostic codes have been included:

Bacterial pneumonia: 481, 4822, 48230, 48231, 48232, 48239, 48241,
48242, 4829, 4830, 4831, 4838, 485, 486

Flu: 003.22, 020.3 - 020.5, 021.2, 022.1, 031.0, 039.1, 052.1, 055.1, 073.0,
083.0,112.4,114.0,114.4,114.5, 115.05, 115.15, 115.95, 130.4, 136.3,
480.0 — 487.8, 513.0, or 517.1%°

*The multiplier of 100,000 is to reflect the "per 100,000" that will result
once the numerator is divided by the denominator

Numerator Exclusions

e Transfer from a hospital (different facility), Skilled Nursing Facility
(SNF) or Intermediate Care Facility (ICF), or another health care
facility

e Any-listed ICD-9-CM diagnosis codes for sickle cell anemia or HB-S
disease admissions, immunocompromised state admissions and
obstetric admissions

e Missing gender, age, quarter, year, principal diagnosis, or county

Setting

Inpatient

Data Source

Administrative Claims, Electronic Health Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-2.20: Risk Adjusted Flu and Pneumonia Admission Rate

Measure Title

IT-2.20 Risk Adjusted Flu and Pneumonia Admission Rate

Description Risk adjusted admission rate with a principal diagnosis of bacterial
pneumonia and influenza
NQF Number Not applicable

Measure Steward

Not applicable

Link to measure citation

Category 3 Risk-adjusting Resources: http://www.hhsc.state.tx.us/1115-
Waiver-Guideline.shtml

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)

\ | DY4 \ DY5

10 http://health.mo.gov/data/mica/CDP_MICA/HospitalizationDefinofind.html
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Measure Title

IT-2.20 Risk Adjusted Flu and Pneumonia Admission Rate

Baseline - 5% Baseline - 10%
*(performance gap) *(performance gap)

Achievement Level
Calculation

Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)

Baseline is equal to the ratio of Observed divided by Expected rate of
readmissions.
Baseline = Observed rate / Expected rate

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Expected (risk-adjusted) rate of admissions for flu and pneumonia issues
during the measurement year.

The Expected rate reflects the anticipated (or expected) number of
admissions based on the case-mix of the eligible population . The
Expected rate is equal to the sum of the normative coefficients for
likelihood of admission, divided by the total number of at-risk individuals.

Denominator Inclusions

The Expected rate of admissions should be calculated using a validated,

tested, and approved methodology. Providers may use the following

methodologies:

e Vendor Supported software

e Internal or Provider developed risk adjustment algorithms (e.g.
multivariable logistic regression)

e Texas External Review Organization (EQRO) Category 4 data

More information on calculation of the Expected rate of admissions can
be found in the Key Information for reporting OD-2 and OD-3 Risk
Adjusted rates for Category 3 documentation

Denominator Exclusions

Global exclusionary criteria:

e Patients that left against medical advice (LAMA)

e Patients with discharge status "deceased" during Index Admission

e Patients with CRG status 8 (dominant, metastatic, and complicated
malignancies) or 9 (catastrophic conditions) are excluded

Depending on the risk-adjusting methodology to be used, additional
exclusionary criteria may be applicable (to be defined by the performing
provider or vendor methodology).

Denominator Size

Providers must report a minimum of 30 cases (defined as at-risk patients)
per measure during a 12-month measurement period (15 cases for a 6-
month measurement period)
e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.
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Measure Title

IT-2.20 Risk Adjusted Flu and Pneumonia Admission Rate

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Observed (Actual) rate of influenza and bacteria pneumonia admissions
during the measurement year

The Observed (Actual) rate is calculated by dividing the number of
admissions for influenza and bacteria pneumonia by the total number of
at-risk patients during the measurement period.

Numerator Inclusions

The number of observed admissions and at-risk patients are specific to
the methodology being applied. Various software allow for delineation of
admissions based on planned vs unplanned, and whether the admission
was considered preventable.

More information on calculation of the Observed (Actual) rate of
readmissions can be found in the Key Information for reporting OD-2 and
OD-3 Risk Adjusted rates for Category 3 documentation

Numerator Exclusions

e Patients with CRG status 8 (dominant, metastatic, and complicated
malignancies) or 9 (catastrophic conditions) are excluded

Setting

Inpatient

Data Source

Administrative Claims, Clinical Data, Electronic Health Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-2.21: Ambulatory Care Sensitive Conditions Admissions Rate

Measure Title

IT-2.21 Ambulatory care sensitive conditions: age-standardized acute
care hospitalization rate for conditions where appropriate ambulatory
care prevents or reduces the need for admission to the hospital, per
100,000 population younger than age 75 years.

Description This measure is used to assess the age-standardized acute care
hospitalization rate for conditions where appropriate ambulatory care
prevents or reduces the need for admission to the hospital, per 100,000
population under age 75 years.

NQF Number Not applicable

Measure Steward

Canadian Institute for Health Information

9/18/2014

90




Measure Title

IT-2.21 Ambulatory care sensitive conditions: age-standardized acute
care hospitalization rate for conditions where appropriate ambulatory
care prevents or reduces the need for admission to the hospital, per
100,000 population younger than age 75 years.

Link to measure citation

http://www.qualitymeasures.ahrg.gov/content.aspx?id=47604

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4 DY5

Baseline - 5% Baseline - 10%
*(performance gap) *(performance gap)

Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)

Achievement Level
Calculation

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Total mid-measurement period population younger than age 75

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

The Measure Steward does not identify specific denominator exclusions
beyond what is described in the denominator description.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Total number of acute care hospitalizations for ambulatory care sensitive
conditions younger than age 75 years

Numerator Inclusions

*Based on a list of conditions developed by Billings et al., any one most
responsible diagnosis code of:

e Grand mal status and other epileptic convulsions
e Chronic obstructive pulmonary diseases

9/18/2014

91




Measure Title

IT-2.21 Ambulatory care sensitive conditions: age-standardized acute
care hospitalization rate for conditions where appropriate ambulatory
care prevents or reduces the need for admission to the hospital, per
100,000 population younger than age 75 years.

e Asthma

e Heart failure and pulmonary edema
e Hypertension

e Angina, or

e Diabetes

Numerator Exclusions

e Individuals age 75 and older
e Death before discharge

Setting

Inpatient

Data Source

Administrative clinical data

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-2.22: PQI Overall Preventable Hospitalizations for Ambulatory

Sensitive

Measure Title

IT-2.22 Prevention Quality Indicators (PQl) Overall Composite Measures
Potentially Preventable Hospitalizations for Ambulatory Care Sensitive
Conditions

Description

Prevention Quality Indicators (PQl) overall composite per 100,000
population, ages 18 years and older. Includes admissions for one of the
following conditions: diabetes with short- term complications, diabetes
with long- term complications, uncontrolled diabetes without
complications, diabetes with lower -extremity amputation, chronic
obstructive pulmonary disease, asthma, hypertension, heart failure,
angina without a cardiac procedure, dehydration, bacterial pneumonia, or
urinary tract infection.

NQF Number

Not applicable

Measure Steward

Prevention Quality Indicator (AHRQ)

Link to measure citation

http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQl/V45/Te
chSpecs/PQl%2090%20Prevention%20Quality%200verall%20Composite.p
df

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)

DY4 DY5
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Measure Title

IT-2.22 Prevention Quality Indicators (PQl) Overall Composite Measures
Potentially Preventable Hospitalizations for Ambulatory Care Sensitive
Conditions

Baseline - 10%
*(performance gap)

Baseline - 5%
*(performance gap)

Achievement Level
Calculation

Baseline - 5% *(0% — | Baseline - 10% *(0% —

Baseline rate) Baseline rate)

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Population ages 18 years and older in metropolitan areat or county.

Denominator Inclusions

Discharges in the numerator are assigned to the denominator based on
the Metro Area’ or county of the patient residence, not the Metro Area or
county of the hospital where the discharge occurred

The term "metropolitan area" (MA) was adopted by the U.S. Census in
1990 and referred collectively to metropolitan statistical areas (MSAs),
consolidated metropolitan statistical areas (CMSAs), and primary
metropolitan statistical areas (PMSAs). In addition, "area" could refer to
either 1) Federal Information Processing Standard (FIPS) county, 2)
modified FIPS county, 3) 1999 Office of Management and Budget (OMB)
Metropolitan Statistical Area, or 4) 2003 OMB Metropolitan Statistical
Area. Micropolitan Statistical Areas are not used in the Quality Indicator
(Ql) software.

Denominator Exclusions

Unspecified

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Total number of discharges, for patients ages 18 years and older, that
meet the inclusion and exclusion rules for the numerator in the PQls listed
in the inclusion criteria x 100,000.
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Measure Title

IT-2.22 Prevention Quality Indicators (PQl) Overall Composite Measures
Potentially Preventable Hospitalizations for Ambulatory Care Sensitive
Conditions

Numerator Inclusions

All discharges of age 18 years and older with International Classification of

Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) principal

diagnosis code for

e PQI #1 Diabetes Short-Term Complications Admission Rate

e PQI #3 Diabetes Long-Term Complications Admission Rate

e PQI #5 Chronic Obstructive Pulmonary Disease (COPD) or Asthma in
Older Adults Admission Rate (40 years and older)

e PQl #7 Hypertension Admission Rate

e PQI #8 Heart Failure Admission Rate

e PQI #10 Dehydration Admission Rate

e PQI #11 Bacterial Pneumonia Admission Rate

e PQI #12 Urinary Tract Infection Admission Rate

e PQIl #13 Angina Without Procedure Admission Rate

e PQIl #14 Uncontrolled Diabetes Admission Rate

e PQI #15 Asthma in Younger Adults Admission Rate (18-40 years old)

e PQIl #16 Lower-Extremity Amputation among Patients with Diabetes
Rate

- Discharges that meet the inclusion rules for the numerator in
more than one of the above PQls are counted only once in the
composite numerator.

- See Individual PQl Measures for specific Inclusion rules

*The multiplier of 100,000 is to reflect the "per 100,000" that will result
once the numerator is divided by the denominator

Numerator Exclusions

Exclude cases:

e Transfer from a hospital (different facility)

e Transfer from a Skilled Nursing Facility (SNF) or Intermediate Care
Facility (ICF)

e Transfer from another health care facility

e With missing discharge gender (SEX=missing), age (AGE=missing),
quarter (DQTR=missing), year (YEAR=missing), principal diagnosis
(DX1=missing), or county (PSTCO=missing)

- Discharges that meet the exclusion rules for the numerator in
more than one of the above PQls are counted only once in the
composite numerator.

- See Individual PQl Measures for specific Exclusion rules

Setting

Inpatient

Data Source

Administrative and clinical data

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
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http://www.qualitymeasures.ahrq.gov/content.aspx?id=38557
http://www.qualitymeasures.ahrq.gov/content.aspx?id=38559&search=prevention+quality+indicator
http://www.qualitymeasures.ahrq.gov/content.aspx?id=38560
http://www.qualitymeasures.ahrq.gov/content.aspx?id=38560
http://www.qualitymeasures.ahrq.gov/content.aspx?id=38561
http://www.qualityindicators.ahrq.gov/Downloads/Modules/PQI/V45/TechSpecs/PQI%2090%20Prevention%20Quality%20Overall%20Composite.pdf
http://www.qualitymeasures.ahrq.gov/content.aspx?id=38564
http://www.qualitymeasures.ahrq.gov/content.aspx?id=38565
http://www.qualitymeasures.ahrq.gov/content.aspx?id=38566
http://www.qualitymeasures.ahrq.gov/content.aspx?id=38567
http://www.qualitymeasures.ahrq.gov/content.aspx?id=38568
http://www.qualitymeasures.ahrq.gov/content.aspx?id=38570
http://www.qualitymeasures.ahrq.gov/content.aspx?id=38571
http://www.qualitymeasures.ahrq.gov/content.aspx?id=38571

IT-2.23: Pediatric Asthma Admission Rate

Measure Title

IT-2.23 Pediatric Asthma Admission Rate

Description The rate of admissions due to asthma for pediatric patients, age 17 years
or younger, per 100,000
NQF Number Not applicable

Measure Steward

Measure modeled after Agency for Healthcare Research and Quality
(AHRQ) Prevention Quality Indicators (PQl)

Link to measure citation

http://www.qualityindicators.ahrg.gov/Modules/PQl TechSpec.aspx

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to
Measure Steward’s
specification

The measure was tailored to measure admission rates specific to asthma-
related conditions and complications in the pediatric population, aged 17
years and younger.

Denominator Description

Population ages 17 years and younger in metropolitan area! or county.

Denominator Inclusions

Discharges in the numerator are assigned to the denominator based on
the metropolitan area or county of the patient residence, not the
metropolitan area or county of the hospital where the discharge
occurred.

Denominator Exclusions

None

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

11 The term “metropolitan area” (MA) was adopted by the U.S. Census in 1990 and referred collectively to
metropolitan statistical areas (MSAs), consolidated metropolitan statistical areas (CMSAs) and primary
metropolitan statistical areas (PMSAs). In addition, “area” could refer to either 1) FIPS county, 2) modified FIPS
county, 3) 1999 OMB Metropolitan Statistical Area or 4) 2003 OMB Metropolitan Statistical Area. Micropolitan
Statistical Areas are not used in the Ql software.
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Measure Title

IT-2.23 Pediatric Asthma Admission Rate

Numerator Description

All discharges of age 17 years or younger with a principal diagnosis code
of asthma x 100,000.

Numerator Inclusions

*The multiplier of 100,000 is to reflect the "per 100,000" that will result
once the numerator is divided by the denominator

Numerator Exclusions

* Transfer from a hospital (different facility), Skilled Nursing Facility (SNF)
or Intermediate Care Facility (ICF), or another health care facility
* Missing gender, age, quarter, year, principal diagnosis, or county

Setting

Inpatient

Data Source

Administrative Claims, Clinical Data, Electronic Health Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-2.25: Pain Admission Rate

Measure Title

IT-2.25 Pain Admission Rate

Description

The rate of admissions due to pain

NQF Number

Not applicable

Measure Steward

Measure modeled after Agency for Healthcare Research and Quality
(AHRQ) Prevention Quality Indicators (PQl)

Link to measure citation

http://www.qualityindicators.ahrg.gov/Modules/PQl TechSpec.aspx

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to
Measure Steward’s
specification

The measure was tailored to measure admission rates specific to pain-
related conditions and complications.

Denominator Description

Population ages 18 years and older in metropolitan area®? or county.

Denominator Inclusions

Discharges in the numerator are assigned to the denominator based on
the metropolitan area or county of the patient residence, not the
metropolitan area or county of the hospital where the discharge
occurred.

Denominator Exclusions

None

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

12 The term “metropolitan area” (MA) was adopted by the U.S. Census in 1990 and referred collectively to
metropolitan statistical areas (MSAs), consolidated metropolitan statistical areas (CMSAs) and primary
metropolitan statistical areas (PMSAs). In addition, “area” could refer to either 1) FIPS county, 2) modified FIPS
county, 3) 1999 OMB Metropolitan Statistical Area or 4) 2003 OMB Metropolitan Statistical Area. Micropolitan

Statistical Areas are not used in the QI software.
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Measure Title

IT-2.25 Pain Admission Rate

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

All discharges of age 18 years or older with a principle diagnosis code for
pain

Numerator Inclusions

None

Numerator Exclusions

* Transfer from a hospital (different facility), Skilled Nursing Facility (SNF)
or Intermediate Care Facility (ICF), or another health care facility
* Missing gender, age, quarter, year, principal diagnosis, or county

Setting

Inpatient

Data Source

Administrative Claims, Clinical Data, Electronic Health Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-2.27: Cancer Admission Rate

Measure Title

IT-2.27 Cancer Admission Rate

Description

The rate of admissions due to cancer

NQF Number

Not applicable

Measure Steward

Measure modeled after Agency for Healthcare Research and Quality (AHRQ)
Prevention Quality Indicators (PQl)

Link to measure citation

http://www.qualityindicators.ahrq.gov/Modules/PQl TechSpec.aspx

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to Measure
Steward’s specification

The measure was tailored to measure admission rates specific to cancer-
related conditions and complications.

Denominator Description

Population ages 18 years and older in metropolitan area®® or county.

13 The term “metropolitan area” (MA) was adopted by the U.S. Census in 1990 and referred collectively to
metropolitan statistical areas (MSAs), consolidated metropolitan statistical areas (CMSAs) and primary
metropolitan statistical areas (PMSAs). In addition, “area” could refer to either 1) FIPS county, 2) modified FIPS
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Measure Title

IT-2.27 Cancer Admission Rate

Denominator Inclusions

Discharges in the numerator are assigned to the denominator based on the
metropolitan area or county of the patient residence, not the metropolitan
area or county of the hospital where the discharge occurred.

Denominator Exclusions

None

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report
on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of
not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic health
record) or a random sample of cases that is not less than 20% of all
cases; however, providers may cap the total sample size at 300
cases.

Numerator Description

All discharges of age 18 years or older with a principle diagnosis code for
cancer

Numerator Inclusions

The following ICD-9-CM codes will be included in the numerator:
Neoplasms*: 140.0-239.9, 795.0, 795.1, V10.00-V10.52, V10.59-V10.9,
V12.72,V58.0, V58.1, V66.1, V66.2, V67.1, V67.2, Oor V711

Numerator Exclusions

¢ Transfer from a hospital (different facility), Skilled Nursing Facility (SNF) or
Intermediate Care Facility (ICF), or another health care facility
¢ Missing gender, age, quarter, year, principal diagnosis, or county

Setting

Inpatient

Data Source

Administrative Claims, Clinical Data, Electronic Health Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-2.29: Cellulitis Admission Rate

Measure Title

IT-2.29 Cellulitis Admission Rate

Description

The rate of admissions due to cellulitis

NQF Number

Not applicable

county, 3) 1999 OMB Metropolitan Statistical Area or 4) 2003 OMB Metropolitan Statistical Area. Micropolitan
Statistical Areas are not used in the Ql software.
14 http://health.mo.gov/data/mica/CDP MICA/HospitalizationDefinoflnd.html
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Measure Title IT-2.29 Cellulitis Admission Rate

Measure Steward Measure modeled after Agency for Healthcare Research and Quality
(AHRQ) Prevention Quality Indicators (PQl)

Link to measure citation http://www.qualityindicators.ahrg.gov/Modules/PQl TechSpec.aspx

Measure type Standalone (SA)

Performance and Pay-for-Reporting: Prior Authorization

Achievement Type

DSRIP-specific Modeled after AHRQ PQIl measures to measure hospitalizations due to
modifications to cellulitis conditions or complications

Measure Steward’s
specification

Denominator Description | Population ages 18 years and older in metropolitan area®® or county.

Denominator Inclusions Discharges in the numerator are assigned to the denominator based on
the metropolitan area or county of the patient residence, not the
metropolitan area or county of the hospital where the discharge
occurred.

Denominator Exclusions None

Denominator Size Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description All discharges of age 18 years or older with a principle diagnosis code for
cellulitis

Numerator Inclusions All discharges of age 18 years or older with a principle diagnosis code for
cellulitis

Numerator Exclusions » Transfer from a hospital (different facility), Skilled Nursing Facility (SNF)

or Intermediate Care Facility (ICF), or another health care facility

15 The term “metropolitan area” (MA) was adopted by the U.S. Census in 1990 and referred collectively to
metropolitan statistical areas (MSAs), consolidated metropolitan statistical areas (CMSAs) and primary
metropolitan statistical areas (PMSAs). In addition, “area” could refer to either 1) FIPS county, 2) modified FIPS
county, 3) 1999 OMB Metropolitan Statistical Area or 4) 2003 OMB Metropolitan Statistical Area. Micropolitan
Statistical Areas are not used in the Ql software.
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Measure Title

IT-2.29 Cellulitis Admission Rate

* Missing gender, age, quarter, year, principal diagnosis, or county

Setting

Inpatient

Data Source

Administrative Claims, Clinical Data, Electronic Health Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-3.1: Hospital-Wide All-Cause Unplanned Readmission Rate (HWR)

Measure Title

IT-3.1 Hospital-Wide All-Cause Unplanned Readmission Rate

Description

Hospital-level estimate of the risk-standardized rate of unplanned, all-cause
readmission after admission for any eligible condition within 30 days of
hospital discharge (RSRR) for patients aged 18 years and older.

The measure reports a single summary RSRR, derived from the volume-
weighted results of five different models, one for each of the following
specialty cohorts (groups of discharge condition categories or procedure
categories): surgery/gynecology, general medicine, cardiorespiratory,
cardiovascular, and neurology, each of which will be described in greater
detail below. The measure also indicates the hospital standardized risk ratios
(SRR) for each of these five specialty cohorts.

NQF Number

1789

Measure Steward

Centers for Medicare & Medicaid (CMS) Quality Net

Link to measure citation

https://www.qualitynet.org/dcs/ContentServer?cid=1228772504318&pagen
ame=QnetPublic%2FPage%2FQnetTier4&c=Page

HHRP 30-day Readmission Measure Information and Instructions:
https://staging.qualitynet.org/dcs/BlobServer?blobkey=id&blobnocache=true&
blobwhere=1228774312576&blobheader=multipart%2Foctet-
stream&blobheadernamel=Content-
Disposition&blobheadervaluel=attachment%3Bfilename%3DFY2015 HRRP
MIIR.pdf&blobcol=urldata&blobtable=MungoBlobs

CMS 30-day Risk-Standardized Readmission Measures FAQ:
http://www.ihatoday.org/uploadDocs/1/cmsreadmissionfags.pdf

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4

DY5

Baseline - 10%
*(performance gap)
Baseline - 5% *(0% — | Baseline - 10% *(0% —

Baseline rate) Baseline rate)

Baseline - 5%
*(performance gap)

Achievement Level
Calculation

DSRIP-specific
modifications to Measure
Steward’s specification

Removed reference to two age groups (65+ and 18+ years) and will only
include 18 years and older population. Removed references to complete
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https://staging.qualitynet.org/dcs/BlobServer?blobkey=id&blobnocache=true&blobwhere=1228774312576&blobheader=multipart%2Foctet-stream&blobheadername1=Content-Disposition&blobheadervalue1=attachment%3Bfilename%3DFY2015_HRRP_MIIR.pdf&blobcol=urldata&blobtable=MungoBlobs
https://staging.qualitynet.org/dcs/BlobServer?blobkey=id&blobnocache=true&blobwhere=1228774312576&blobheader=multipart%2Foctet-stream&blobheadername1=Content-Disposition&blobheadervalue1=attachment%3Bfilename%3DFY2015_HRRP_MIIR.pdf&blobcol=urldata&blobtable=MungoBlobs
https://staging.qualitynet.org/dcs/BlobServer?blobkey=id&blobnocache=true&blobwhere=1228774312576&blobheader=multipart%2Foctet-stream&blobheadername1=Content-Disposition&blobheadervalue1=attachment%3Bfilename%3DFY2015_HRRP_MIIR.pdf&blobcol=urldata&blobtable=MungoBlobs
https://staging.qualitynet.org/dcs/BlobServer?blobkey=id&blobnocache=true&blobwhere=1228774312576&blobheader=multipart%2Foctet-stream&blobheadername1=Content-Disposition&blobheadervalue1=attachment%3Bfilename%3DFY2015_HRRP_MIIR.pdf&blobcol=urldata&blobtable=MungoBlobs
http://www.ihatoday.org/uploadDocs/1/cmsreadmissionfaqs.pdf

Measure Title

IT-3.1 Hospital-Wide All-Cause Unplanned Readmission Rate

enrollment history because of all-payer nature of the Medicaid Waiver (also
removed all references to Medicare populations).

Denominator Description

Index admissions to acute care hospitals and critical access hospitals for
patients aged 18 years or older.

Denominator Inclusions

Not specified by the measure steward.

Denominator Exclusions

Any admissions for which full data are not available or for which 30-day
readmission by itself cannot reasonably be considered a signal of quality of
care.

Exclusions:

1. Admissions for patients without 30 days of post-discharge data.
Rationale: This is necessary in order to identify the outcome
(readmission) in the dataset.

2. Admissions for patients discharged against medical advice (AMA).
Rationale: Hospital had limited opportunity to implement high quality
care.

3. Admissions for patients to a PPS-exempt cancer hospital. Rationale:
These hospitals care for a unique population of patients that is
challenging to compare to other hospitals.

4. Admissions for patients with medical treatment of cancer (See Table 3 in
Section 2a1.9). Rationale: These admissions have a very different
mortality and readmission profile than the rest of the Medicare
population, and outcomes for these admissions do not correlate well
with outcomes for other admissions. (Patients with cancer who are
admitted for other diagnoses or for surgical treatment of their cancer
remain in the measure).

5. Admissions for primary psychiatric disease (see Table 4 in Section 2a1.9).
Rationale: Patients admitted for psychiatric treatment are typically cared
for in separate psychiatric or rehabilitation centers which are not
comparable to acute care hospitals.

6. Admissions for “rehabilitation care; fitting of prostheses and adjustment
devices”. Rationale: These admissions are not for acute care or to acute
care hospitals.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-

month measurement period (15 cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report on all
cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for providers
using an electronic health record) or a random sample of not less than
76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all cases
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Measure Title

IT-3.1 Hospital-Wide All-Cause Unplanned Readmission Rate

(preferred, particularly for providers using an electronic health record)
or a random sample of cases that is not less than 20% of all cases;
however, providers may cap the total sample size at 300 cases.

Numerator Description

Any unplanned readmission to an acute care hospital or critical access
hospital which occurs within 30 days of the discharge date of an eligible
index admission.

Numerator Inclusions

Not applicable

Numerator Exclusions

Exclude all readmissions that are considered planned.

Setting

Inpatient

Data Source

Administrative claims, Electronic Health Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-3.2: Congestive Heart Failure (CHF) 30-day Readmission Rate

Measure Title

IT-3.2 Congestive Heart Failure (CHF) 30-day Readmission Rate

Description

Percentage of hospital admissions (stays) for CHF that had at least one
subsequent readmission (hospital stay) for any reason within 30 days of
discharge for patients 18 years of age and older.

A readmission is a subsequent hospital admission in the same hospital
within 30 days following an original admission (or index stay). The discharge
date for the index stay must occur within 11 months from the beginning of
the measurement year the readmissions are calculated to allow a 30-day
follow-up period for all index stays.

NQF Number

Not applicable

Measure Steward

Agency for Healthcare Research and Quality (AHRQ) Healthcare Cost and
Utilization Project (HCUP)

Link to measure citation

http://hcupnet.ahrg.gov/HCUPnet.app/Methods-
HCUPnet%20readmissions.pdf

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to Measure
Steward’s specification

The HCUP specifications were modified by:
e Eligibility was limited to those 18 years and older
e Specification that this rate is calculated within the same hospital

Denominator Description

Total number of hospital stays for CHF during the measurement year for
patients 18 years and older.

Denominator Inclusions

Only community hospitals are included. This includes academic medical
centers and public hospitals.

Denominator Exclusions

e Excluded are non-federal, psychiatric, substance abuse, long-term, non-
acute care, and rehabilitation hospitals because not all states include
such hospitals.
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Measure Title

IT-3.2 Congestive Heart Failure (CHF) 30-day Readmission Rate

e Specialty hospitals (e.g., obstetrics-gynecology, cancer, cardiac,
orthopedic, surgical, ear-nose-throat, and children’s specialty hospitals)
are excluded because these hospitals have unique patient populations
with a disproportionally large number of out-of-state patients.

e Discharges with unverified or missing patient identifiers are excluded
because they could not be tracked across hospitals and time.

e Discharges with an apparently high volume of readmissions (20 or more
visits in the year) are excluded because the patient identifiers are
suspect for these admissions, i.e., there is a greater likelihood that these
patient identifiers are not unique to an individual.

e Discharges that have a discharge status of “dead” at some point in the
data but return to a hospital in a subsequent admission are excluded.

e Additional exclusionary criteria may be defined by the performing
provider or vendor methodology.

Denominator Size

Providers must report a minimum of 30 cases (defined as Index Admissions)
per measure during a 12-month measurement period (15 cases for a 6-
month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report on all
cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for providers
using an electronic health record) or a random sample of not less than
76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all cases
(preferred, particularly for providers using an electronic health record)
or a random sample of cases that is not less than 20% of all cases;
however, providers may cap the total sample size at 300 cases.

Numerator Description

Total number of admissions (index stay) with at least one subsequent
readmission (hospital stay) for any reason within 30 days during the
measurement year.

Numerator Inclusions

Index stay:

When a patient is discharged from the hospital (the index stay), they are
followed for 30 days in the data. If any readmission to the same hospital
occurs during this 30-day time period, the index stay is counted as having a
readmission. No more than one readmission is counted within the 30-day
period since the outcome measure assessed here is "percentage of
admissions with a readmission." When there was more than one
readmission in the 30-day period, the data reported reflect the
characteristics and costs of the first readmission.

Transfers:
Transfers identified by one inpatient stay that ends on the same day as a
second inpatient stay begins are allowed as an index admission, but they are
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Measure Title

IT-3.2 Congestive Heart Failure (CHF) 30-day Readmission Rate

only counted once. The information reported on the two discharge records
related to the transfer is combined into a single inpatient event. The
combined inpatient record is allowed to be an index admission. A patient is
allowed to have multiple index admissions, regardless of how far apart they
occur. In addition, a readmission can also count as an index stay for a
subsequent readmission

Numerator Exclusions

Admissions are not considered index admissions if they could not be
followed for 30 days for any of the following reasons:

(1) admissions in which the patient died in the hospital,

(2) admissions missing information on length of stay, or

(3) admissions discharged in the last month of the measurement year

Additional exclusionary criteria may be defined by the performing provider
or vendor methodology.

Setting

Inpatient

Data Source

Electronic Health Record, Administrative Claims

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-3.3: Risk Adjusted Congestive Heart Failure (CHF) 30-day

Readmission Rate

Measure Title

IT-3.3 Risk Adjusted Congestive Heart Failure (CHF) 30-day Readmission Rate

Description

Risk adjusted rate of hospital admissions (stays) for Congestive Heart Failure (CHF)
with a subsequent readmission for any reason within 30 days of discharge for
patients 18 years of age and older.

A readmission is a subsequent hospital admission in the same hospital within 30
days following an original admission. The discharge date for the index admission
must occur within the time period defined as one month prior to the beginning of
the measurement period and ending one month prior to the end of the
measurement year to allow for the 30-day follow-up period for readmissions
within the measurement year.

NQF Number

Not applicable

Measure Steward

Not applicable

Link to measure citation

Category 3 Risk-adjusting Resources: http://www.hhsc.state.tx.us/1115-Waiver-
Guideline.shtml

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4 DY5

Baseline - 10%
*(performance gap)

Baseline - 5%
*(performance gap)

Achievement Level
Calculation
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Measure Title

IT-3.3 Risk Adjusted Congestive Heart Failure (CHF) 30-day Readmission Rate

Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)

Baseline is equal to the ratio of Observed divided by Expected rate of
readmissions.
Baseline = Observed rate / Expected rate

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Expected (risk-adjusted) rate of readmissions for CHF during the measurement
year.

The Expected rate reflects the anticipated (or expected) number of readmissions
based on the case-mix of Index Admissions. The Expected rate is equal to the sum
of the Index Admissions weighted by the normative coefficients for likelihood of
readmission within 30 days, divided by the total number of Index Admissions.
Case-mix factors may include APR-DRG and Severity of lliness classifications,
patient age, co-morbid mental health conditions, etc.

Denominator Inclusions

The Expected rate of readmissions should be calculated using a validated, tested,

and approved methodology. Providers may use the following methodologies:

e Vendor Supported software

e Internal or Provider developed risk adjustment algorithms (e.g. multivariable
logistic regression)

e Texas External Review Organization (EQRO) Category 4 data

e Indirect Standardization (i.e. "home grown" approach)

More information on calculation of the Expected rate of readmissions can be
found in the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates for
Category 3 documentation

Denominator Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission

Depending on the risk-adjusting methodology to be used, additional exclusionary
criteria may be applicable (to be defined by the performing provider or vendor
methodology).

Denominator Size

Providers must report a minimum of 30 cases (defined as an Index Admission) per
measure during a 12-month measurement period (15 cases for a 6-month
measurement period)

e For a measurement period (either 6 or 12 months) where the denominator
size is less than or equal to 75, providers must report on all cases. No sampling
is allowed.

e For a measurement period (either 6 or 12 months) where the denominator
size is less than or equal to 380 but greater than 75, providers must report on
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Measure Title

IT-3.3 Risk Adjusted Congestive Heart Failure (CHF) 30-day Readmission Rate

all cases (preferred, particularly for providers using an electronic health
record) or a random sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the denominator
size is greater than 380, providers must report on all cases (preferred,
particularly for providers using an electronic health record) or a random
sample of cases that is not less than 20% of all cases; however, providers may
cap the total sample size at 300 cases.

Numerator Description

Observed (Actual) rate of readmissions within 30 days following an Index
Admission for CHF during the measurement year

The Observed (Actual) rate is calculated by dividing the number of readmissions
within 30 days of an Index Admission by the total number of at-risk CHF
admissions during the measurement period.

Numerator Inclusions

The number of observed readmissions and Index Admissions are specific to the
methodology being applied. Various software allow for delineation of
readmissions based on planned vs unplanned, clinically related, and whether the
readmission was considered preventable.

More information on calculation of the Observed (Actual) rate of readmissions can
be found in the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates
for Category 3 documentation

Numerator Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission

Depending on the risk-adjusting methodology to be used, additional exclusionary
criteria may be applicable (to be defined by the performing provider or vendor
methodology).

Setting

Inpatient

Data Source

Administrative Claims, Electronic Health Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-3.4: Diabetes 30-day Readmission Rate

Measure Title

IT-3.4 Diabetes 30-day Readmission Rate

Description

Percentage of hospital admissions (stays) for Diabetes that had at least
one subsequent readmission (hospital stay) within 30 days of discharge for
patients 18 years of age and older.

A readmission is a subsequent hospital admission in the same hospital
within 30 days following an original admission (or index stay). The
discharge date for the index stay must occur within 11 months from the
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Measure Title

IT-3.4 Diabetes 30-day Readmission Rate

beginning of the measurement year the readmissions are calculated to
allow a 30-day follow-up period for all index stays.

NQF Number

Not applicable

Measure Steward

Agency for Healthcare Research and Quality (AHRQ) Healthcare Cost and
Utilization Project (HCUP)

Link to measure citation

http://hcupnet.ahrg.gov/HCUPnet.app/Methods-
HCUPnet%20readmissions.pdf

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to Measure
Steward’s specification

The HCUP specifications were modified by:
e Eligibility was limited to those 18 years and older
Specification that this rate is calculated within the same hospital

Denominator Description

Total number of hospital stays during the measurement year for patients
18 years of age and older.

Denominator Inclusions

Only community hospitals are included. This includes academic medical
centers and public hospitals.

Denominator Exclusions

e Excluded are non-federal, psychiatric, substance abuse, long-term,
non-acute care, and rehabilitation hospitals because not all states
include such hospitals.

e Specialty hospitals (e.g., obstetrics-gynecology, cancer, cardiac,
orthopedic, surgical, ear-nose-throat, and children’s specialty
hospitals) are excluded because these hospitals have unique patient
populations with a disproportionally large number of out-of-state
patients.

e Discharges with unverified or missing patient identifiers are excluded
because they could not be tracked across hospitals and time.

e Discharges with an apparently high volume of readmissions (20 or
more visits in the year) are excluded because the patient identifiers
are suspect for these admissions, i.e., there is a greater likelihood that
these patient identifiers are not unique to an individual.

e Discharges that have a discharge status of “dead” at some point in the
data but return to a hospital in a subsequent admission are excluded.

e Additional exclusionary criteria may be defined by the performing
provider or vendor methodology.

Denominator Size

Providers must report a minimum of 30 cases (defined as Index
Admissions) per measure during a 12-month measurement period (15
cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report on
all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for providers
using an electronic health record) or a random sample of not less than
76 cases.
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Measure Title IT-3.4 Diabetes 30-day Readmission Rate

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic health
record) or a random sample of cases that is not less than 20% of all
cases; however, providers may cap the total sample size at 300 cases.

Numerator Description Total number of admissions (index stay) with at least one subsequent
readmission (hospital stay) within 30 days during the measurement year
Numerator Inclusions Index stay:

When a patient is discharged from the hospital (the index stay), they are
followed for 30 days in the data. If any readmission to the same hospital
occurs during this 30-day time period, the index stay is counted as having a
readmission. No more than one readmission is counted within the 30-day
period since the outcome measure assessed here is "percentage of
admissions with a readmission." When there was more than one
readmission in the 30-day period, the data reported reflect the
characteristics and costs of the first readmission.

Transfers:

Transfers identified by one inpatient stay that ends on the same day as a
second inpatient stay begins are allowed as an index admission, but they
are only counted once. The information reported on the two discharge
records related to the transfer is combined into a single inpatient event.
The combined inpatient record is allowed to be an index admission. A
patient is allowed to have multiple index admissions, regardless of how far
apart they occur. In addition, a readmission can also count as an index stay
for a subsequent readmission

Numerator Exclusions Admissions are not considered index admissions if they could not be
followed for 30 days for any of the following reasons:

(1) admissions in which the patient died in the hospital,

(2) admissions missing information on length of stay, or

(3) admissions discharged in the last month of the measurement year

Additional exclusionary criteria may be defined by the performing provider
or vendor methodology.

Setting Inpatient

Data Source Electronic Health Record, Administrative Claims
Allowable Denominator All denominator subsets are permissible for this outcome
Sub-sets

IT-3.5: Risk Adjusted Diabetes 30-day Readmission Rate

Measure Title IT-3.5 Risk Adjusted Diabetes 30-day Readmission Rate

Description Risk adjusted rate of hospital admissions (stays) for Diabetes that had at least one
readmission for any reason within 30 days of discharge for patients 18 years of age and
older.
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Measure Title

IT-3.5 Risk Adjusted Diabetes 30-day Readmission Rate

A readmission is a subsequent hospital admission in the same hospital within 30 days
following an original admission (or index stay). The discharge date for the index stay
must occur within 11 months from the beginning of the measurement year the
readmissions are calculated to allow a 30-day follow-up period for all index stays.

NQF Number

Not applicable

Measure Steward

Not applicable

Link to measure
citation

Category 3 Risk-adjusting Resources: http://www.hhsc.state.tx.us/1115-Waiver-
Guideline.shtml

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4 DY5

Baseline - 10%
*(performance gap)

Baseline - 5%
*(performance gap)

Achievement Level
Calculation

Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)

Baseline is equal to the ratio of Observed divided by Expected rate of readmissions.
Baseline = Observed rate / Expected rate

DSRIP-specific
modifications to
Measure Steward’s
specification

None

Denominator
Description

Expected (risk-adjusted) rate of readmissions for Diabetes during the measurement
year.

The Expected rate reflects the anticipated (or expected) number of readmissions based
on the case-mix of Index Admissions. The Expected rate is equal to the sum of the Index
Admissions weighted by the normative coefficients for likelihood of readmission within
30 days, divided by the total number of Index Admissions.

Case-mix factors may include APR-DRG and Severity of Iliness classifications, patient
age, co-morbid mental health conditions, etc.

Denominator
Inclusions

The Expected rate of readmissions should be calculated using a validated, tested, and

approved methodology. Providers may use the following methodologies:

e Vendor Supported software

e Internal or Provider developed risk adjustment algorithms (e.g. multivariable
logistic regression)

e Texas External Review Organization (EQRO) Category 4 data

e Indirect Standardization (i.e. "home grown" approach)

More information on calculation of the Expected rate of readmissions can be found in
the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates for Category 3
documentation
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Measure Title

IT-3.5 Risk Adjusted Diabetes 30-day Readmission Rate

Denominator
Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission

e Depending on the risk-adjusting methodology to be used, additional exclusionary
criteria may be applicable (to be defined by the performing provider or vendor
methodology).

Denominator Size

Providers must report a minimum of 30 cases (defined as Index Admissions) per
measure during a 12-month measurement period (15 cases for a 6-month
measurement period)

e For a measurement period (either 6 or 12 months) where the denominator size is
less than or equal to 75, providers must report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the denominator size is
less than or equal to 380 but greater than 75, providers must report on all cases
(preferred, particularly for providers using an electronic health record) or a random
sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the denominator size is
greater than 380, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of cases that is not
less than 20% of all cases; however, providers may cap the total sample size at 300
cases.

Numerator
Description

Observed (Actual) rate of readmissions within 30 days following an Index Admission for
Diabetes during the measurement year

The Observed (Actual) rate is calculated by dividing the number of readmissions within
30 days of an Index Admission by the total number of at-risk Diabetes admissions
during the measurement period.

Numerator Inclusions

The number of observed readmissions and Index Admissions are specific to the
methodology being applied. Various software allow for delineation of readmissions
based on planned vs unplanned, clinically related, and whether the readmission was
considered preventable.

More information on calculation of the Observed (Actual) rate of readmissions can be
found in the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates for
Category 3 documentation

Numerator Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission

Depending on the risk-adjusting methodology to be used, additional exclusionary
criteria may be applicable (to be defined by the performing provider or vendor
methodology).

Setting Inpatient
Data Source Administrative Claims, Electronic Health Records
Allowable All denominator subsets are permissible for this outcome

Denominator Sub-sets
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IT-3.6: Renal Disease 30-day Readmission Rate

Measure Title

IT-3.6 Renal Disease 30-day Readmission Rate

Description

Percentage of hospital admissions (stays) for Renal Disease with a
subsequent readmission (hospital stay) for any reason within 30 days of
discharge for patients 18 years of age and older.

A readmission is a subsequent hospital admission in the same hospital
within 30 days following an original admission (or index stay). The discharge
date for the index stay must occur within 11 months from the beginning of
the measurement year the readmissions are calculated to allow a 30-day
follow-up period for all index stays.

NQF Number

Not applicable

Measure Steward

Agency for Healthcare Research and Quality (AHRQ); Healthcare Cost and
Utilization Project (HCUP)

Link to measure citation

http://hcupnet.ahrg.gov/HCUPnet.app/Methods-
HCUPnet%20readmissions.pdf

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to Measure
Steward’s specification

The HCUP specifications were modified by:
e Eligibility was limited to those 18 years and older
e Specification that this rate is calculated within the same hospital

Denominator Description

Total number of hospital stays for Renal Disease during the measurement
year for patients 18 years of age and older.

Denominator Inclusions

Only community hospitals are included. This includes academic medical
centers and public hospitals.

Denominator Exclusions

e Excluded are non-federal, psychiatric, substance abuse, long-term, non-
acute care, and rehabilitation hospitals because not all states include
such hospitals.

e Specialty hospitals (e.g., obstetrics-gynecology, cancer, cardiac,
orthopedic, surgical, ear-nose-throat, and children’s specialty hospitals)
are excluded because these hospitals have unique patient populations
with a disproportionally large number of out-of-state patients.

e Discharges with unverified or missing patient identifiers are excluded
because they could not be tracked across hospitals and time.

e Discharges with an apparently high volume of readmissions (20 or more
visits in the year) are excluded because the patient identifiers are
suspect for these admissions, i.e., there is a greater likelihood that these
patient identifiers are not unique to an individual.

e Discharges that have a discharge status of “dead” at some point in the
data but return to a hospital in a subsequent admission are excluded.

e Additional exclusionary criteria may be defined by the performing
provider or vendor methodology.
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Measure Title

IT-3.6 Renal Disease 30-day Readmission Rate

Denominator Size

Providers must report a minimum of 30 cases (defined as Index Admissions)
per measure during a 12-month measurement period (15 cases for a 6-
month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report on all
cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for providers
using an electronic health record) or a random sample of not less than
76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all cases
(preferred, particularly for providers using an electronic health record)
or a random sample of cases that is not less than 20% of all cases;
however, providers may cap the total sample size at 300 cases.

Numerator Description

Total number of admissions (index stay) with at least one subsequent
readmission (hospital stay) for any reason within 30 days during the
measurement year.

Numerator Inclusions

Index stay:

When a patient is discharged from the hospital (the index stay), they are
followed for 30 days in the data. If any readmission to the same hospital
occurs during this 30-day time period, the index stay is counted as having a
readmission. No more than one readmission is counted within the 30-day
period since the outcome measure assessed here is "percentage of
admissions with a readmission." When there was more than one
readmission in the 30-day period, the data reported reflect the
characteristics and costs of the first readmission.

Transfers:

Transfers identified by one inpatient stay that ends on the same day as a
second inpatient stay begins are allowed as an index admission, but they are
only counted once. The information reported on the two discharge records
related to the transfer is combined into a single inpatient event. The
combined inpatient record is allowed to be an index admission. A patient is
allowed to have multiple index admissions, regardless of how far apart they
occur. In addition, a readmission can also count as an index stay for a
subsequent readmission

Numerator Exclusions

Admissions are not considered index admissions if they could not be
followed for 30 days for any of the following reasons:

(1) admissions in which the patient died in the hospital,

(2) admissions missing information on length of stay, or

(3) admissions discharged in the last month of the measurement year

Additional exclusionary criteria may be defined by the performing provider
or vendor methodology.

9/18/2014

112




Measure Title

IT-3.6 Renal Disease 30-day Readmission Rate

Setting

Inpatient

Data Source

Electronic Health Record, Administrative Claims

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-3.8: Acute Myocardial Infarction (AMI) 30-day Readmission Rate

Measure Title

IT-3.8 Acute Myocardial Infarction (AMI) 30-day Readmission Rate

Description

Percentage of hospital admissions (stays) for Acute Myocardial
Infarction (AMI) that had at least one subsequent readmission (hospital
stay) for any reason within 30 days of discharge for patients 18 years of
age and older.

A readmission is a subsequent hospital admission in the same hospital
within 30 days following an original admission (or index stay). The
discharge date for the index stay must occur within 11 months from the
beginning of the measurement year the readmissions are calculated to
allow a 30-day follow-up period for all index stays.

NQF Number

Not applicable

Measure Steward

Agency for Healthcare Research and Quality (AHRQ); Healthcare Cost
and Utilization Project (HCUP)

Link to measure citation

http://hcupnet.ahrg.gov/HCUPnet.app/Methods-
HCUPnet%20readmissions.pdf

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to Measure
Steward’s specification

The HCUP specifications were modified by:
e Eligibility was limited to those 18 years and older
e Specification that this rate is calculated within the same hospital

Denominator Description

The total number of hospital stays for AMI during the measurement
year for patients 18 years of age and older.

Denominator Inclusions

Only community hospitals are included. This includes academic medical
centers and public hospitals.

Denominator Exclusions

e Excluded are non-federal, psychiatric, substance abuse, long-term,
non-acute care, and rehabilitation hospitals because not all states
include such hospitals.

e Specialty hospitals (e.g., obstetrics-gynecology, cancer, cardiac,
orthopedic, surgical, ear-nose-throat, and children’s specialty
hospitals) are excluded because these hospitals have unique patient
populations with a disproportionally large number of out-of-state
patients.

e Discharges with unverified or missing patient identifiers are
excluded because they could not be tracked across hospitals and
time.
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Measure Title

IT-3.8 Acute Myocardial Infarction (AMI) 30-day Readmission Rate

e Discharges with an apparently high volume of readmissions (20 or
more visits in the year) are excluded because the patient identifiers
are suspect for these admissions, i.e., there is a greater likelihood
that these patient identifiers are not unique to an individual.

e Discharges that have a discharge status of “dead” at some pointin
the data but return to a hospital in a subsequent admission are
excluded.

e Additional exclusionary criteria may be defined by the performing
provider or vendor methodology.

Denominator Size

Providers must report a minimum of 30 cases (defined as Index
Admissions) per measure during a 12-month measurement period (15
cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report
on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of
not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic health
record) or a random sample of cases that is not less than 20% of all
cases; however, providers may cap the total sample size at 300
cases.

Numerator Description

Total number of admissions (index stay) with at least one subsequent
readmission (hospital stay) for any reason within 30 days during the
measurement year

Numerator Inclusions

Index stay:

When a patient is discharged from the hospital (the index stay), they are
followed for 30 days in the data. If any readmission to the same hospital
occurs during this 30-day time period, the index stay is counted as
having a readmission. No more than one readmission is counted within
the 30-day period since the outcome measure assessed here is
"percentage of admissions with a readmission." When there was more
than one readmission in the 30-day period, the data reported reflect the
characteristics and costs of the first readmission.

Transfers:

Transfers identified by one inpatient stay that ends on the same day as a
second inpatient stay begins are allowed as an index admission, but they
are only counted once. The information reported on the two discharge
records related to the transfer is combined into a single inpatient event.
The combined inpatient record is allowed to be an index admission. A
patient is allowed to have multiple index admissions, regardless of how
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Measure Title

IT-3.8 Acute Myocardial Infarction (AMI) 30-day Readmission Rate

far apart they occur. In addition, a readmission can also count as an
index stay for a subsequent readmission

Numerator Exclusions

Admissions are not considered index admissions if they could not be
followed for 30 days for any of the following reasons:

(1) admissions in which the patient died in the hospital,

(2) admissions missing information on length of stay, or

(3) admissions discharged in the last month of the measurement year

Additional exclusionary criteria may be defined by the performing
provider or vendor methodology.

Setting

Inpatient

Data Source

Electronic Health Record, Administrative Claims

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-3.9: Risk Adjusted Acute Myocardial Infarction (RA-AMI) 30-day

Readmission Rate

Measure Title

IT-3.9 Risk Adjusted Acute Myocardial Infarction (RA-AMI) 30-day Readmission
Rate

Description

Risk adjusted rate of hospital admissions for Acute Myocardial Infarction (AMI)
with a subsequent readmission for any reason within 30 days of discharge for
patients 18 years of age and older.

A readmission is a subsequent hospital admission in the same hospital within 30
days following an original admission. The discharge date for the index admission
must occur within the time period defined as one month prior to the beginning of
the measurement period and ending one month prior to the end of the
measurement year to allow for the 30-day follow-up period for readmissions
within the measurement year.

NQF Number

Not applicable

Measure Steward

Not applicable

Link to measure citation

Category 3 Risk-adjusting Resources: http://www.hhsc.state.tx.us/1115-Waiver-
Guideline.shtml

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4 DY5

Baseline - 10%
*(performance gap)

Baseline - 5%
*(performance gap)

Achievement Level
Calculation

Baseline - 5% *(0% — | Baseline - 10% *(0% —

Baseline rate) Baseline rate)
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Measure Title

IT-3.9 Risk Adjusted Acute Myocardial Infarction (RA-AMI) 30-day Readmission
Rate

Baseline is equal to the ratio of Observed divided by Expected rate of
readmissions.
Baseline = Observed rate / Expected rate

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Expected (risk-adjusted) rate of readmissions for AMI during the measurement
year.

The Expected rate reflects the anticipated (or expected) number of readmissions
based on the case-mix of Index Admissions. The Expected rate is equal to the sum
of the Index Admissions weighted by the normative coefficients for likelihood of
readmission within 30 days, divided by the total number of Index Admissions.
Case-mix factors may include APR-DRG and Severity of lliness classifications,
patient age, co-morbid mental health conditions, etc.

Denominator Inclusions

The Expected rate of readmissions should be calculated using a validated, tested,

and approved methodology. Providers may use the following methodologies:

e Vendor Supported software

e Internal or Provider developed risk adjustment algorithms (e.g. multivariable
logistic regression)

e Texas External Review Organization (EQRO) Category 4 data

e Indirect Standardization (i.e. "home grown" approach)

More information on calculation of the Expected rate of readmissions can be
found in the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates for
Category 3 documentation

Denominator Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission

o Depending on the risk-adjusting methodology to be used, additional
exclusionary criteria may be applicable (to be defined by the performing
provider or vendor methodology).

Denominator Size

Providers must report a minimum of 30 cases (defined as an Index Admission) per
measure during a 12-month measurement period (15 cases for a 6-month
measurement period)

e For a measurement period (either 6 or 12 months) where the denominator
size is less than or equal to 75, providers must report on all cases. No sampling
is allowed.

e For a measurement period (either 6 or 12 months) where the denominator
size is less than or equal to 380 but greater than 75, providers must report on
all cases (preferred, particularly for providers using an electronic health
record) or a random sample of not less than 76 cases.
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Measure Title

IT-3.9 Risk Adjusted Acute Myocardial Infarction (RA-AMI) 30-day Readmission
Rate

e For a measurement period (either 6 or 12-months) where the denominator
size is greater than 380, providers must report on all cases (preferred,
particularly for providers using an electronic health record) or a random
sample of cases that is not less than 20% of all cases; however, providers may
cap the total sample size at 300 cases.

Numerator Description

Observed (Actual) rate of readmissions within 30 days following an Index
Admission for AMI during the measurement year

The Observed (Actual) rate is calculated by dividing the number of readmissions
within 30 days of an Index Admission by the total number of at-risk AMI
admissions during the measurement period.

Numerator Inclusions

The number of observed readmissions and Index Admissions are specific to the
methodology being applied. Various software allow for delineation of
readmissions based on planned vs unplanned, clinically related, and whether the
readmission was considered preventable.

More information on calculation of the Observed (Actual) rate of readmissions can
be found in the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates
for Category 3 documentation

Numerator Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission

Depending on the risk-adjusting methodology to be used, additional exclusionary
criteria may be applicable (to be defined by the performing provider or vendor
methodology).

Setting

Inpatient

Data Source

Administrative Claims, Electronic Health Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-3.11: Risk Adjusted Coronary Artery Disease (RA-CAD) 30-day

Readmission Rate

Measure Title

IT-3.11 Risk Adjusted Coronary Artery Disease (RA-CAD)30-day Readmission Rate

Description

Risk adjusted rate of hospital admissions for Coronary Artery Disease (CAD) that
had at least one readmission for any reason within 30 days for patients 18 years of
age and older.

A readmission is a subsequent hospital admission in the same hospital within 30
days following an original admission. The discharge date for the index admission
must occur within the time period defined as one month prior to the beginning of
the measurement period and ending one month prior to the end of the
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Measure Title

IT-3.11 Risk Adjusted Coronary Artery Disease (RA-CAD)30-day Readmission Rate

measurement year to allow for the 30-day follow-up period for readmissions
within the measurement year.

NQF Number

Not applicable

Measure Steward

Not applicable

Link to measure citation

Category 3 Risk-adjusting Resources: http://www.hhsc.state.tx.us/1115-Waiver-
Guideline.shtml

Measure type

Standalone (SA)

Measure status

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4 DY5

Baseline - 10%
*(performance gap)

Baseline - 5%
*(performance gap)

Achievement Level
Calculation

Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)

Baseline is equal to the ratio of Observed divided by Expected rate of
readmissions.
Baseline = Observed rate / Expected rate

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Expected (risk-adjusted) rate of readmissions for CAD during the measurement
year.

The Expected rate reflects the anticipated (or expected) number of readmissions
based on the case-mix of Index Admissions. The Expected rate is equal to the sum
of the Index Admissions weighted by the normative coefficients for likelihood of
readmission within 30 days, divided by the total number of Index Admissions.
Case-mix factors may include APR-DRG and Severity of Iliness classifications,
patient age, co-morbid mental health conditions, etc.

Denominator Inclusions

The Expected rate of readmissions should be calculated using a validated, tested,

and approved methodology. Providers may use the following methodologies:

e Vendor Supported software

e Internal or Provider developed risk adjustment algorithms (e.g. multivariable
logistic regression)

e Texas External Review Organization (EQRO) Category 4 data

e Indirect Standardization (i.e. "home grown" approach)

More information on calculation of the Expected rate of readmissions can be
found in the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates for
Category 3 documentation

Denominator Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission
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Measure Title

IT-3.11 Risk Adjusted Coronary Artery Disease (RA-CAD)30-day Readmission Rate

Depending on the risk-adjusting methodology to be used, additional exclusionary
criteria may be applicable (to be defined by the performing provider or vendor
methodology).

Denominator Size

Providers must report a minimum of 30 cases (defined as an Index Admission) per
measure during a 12-month measurement period (15 cases for a 6-month
measurement period)

e For a measurement period (either 6 or 12 months) where the denominator
size is less than or equal to 75, providers must report on all cases. No sampling
is allowed.

e For a measurement period (either 6 or 12 months) where the denominator
size is less than or equal to 380 but greater than 75, providers must report on
all cases (preferred, particularly for providers using an electronic health
record) or a random sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the denominator
size is greater than 380, providers must report on all cases (preferred,
particularly for providers using an electronic health record) or a random
sample of cases that is not less than 20% of all cases; however, providers may
cap the total sample size at 300 cases.

Numerator Description

Observed (Actual) rate of readmissions within 30 days following an Index
Admission for CAD during the measurement year

The Observed (Actual) rate is calculated by dividing the number of readmissions
within 30 days of an Index Admission by the total number of at-risk CAD
admissions during the measurement period.

Numerator Inclusions

The number of observed readmissions and Index Admissions are specific to the
methodology being applied. Various software allow for delineation of
readmissions based on planned vs unplanned, clinically related, and whether the
readmission was considered preventable.

More information on calculation of the Observed (Actual) rate of readmissions can
be found in the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates
for Category 3 documentation

Numerator Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission

Depending on the risk-adjusting methodology to be used, additional exclusionary
criteria may be applicable (to be defined by the performing provider or vendor
methodology).

Setting

Inpatient

Data Source

Administrative Claims, Electronic Health Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
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IT-3.12: Stroke (Cerebrovascular Accident (CVA)) 30-day Readmission

Rate

Measure Title

IT-3.12 Stroke (Cerebrovascular Accident (CVA)) 30-day Readmission Rate

Description

Percentage of hospital admissions (stays) for Stroke (Cerebrovascular
Accident (CVA)) with a subsequent readmission for any reason within 30
days of discharge for patients 18 years of age and older.

A readmission is a subsequent hospital admission in the same hospital
within 30 days following an original admission. The discharge date for the
index admission must occur within the time period defined as one month
prior to the beginning of the measurement period and ending one month
prior to the end of the measurement year to allow for the 30-day follow-up
period for readmissions within the measurement year.

NQF Number

Not applicable

Measure Steward

Agency for Healthcare Research and Quality (AHRQ); Healthcare Cost and
Utilization Project (HCUP)

Link to measure citation

http://hcupnet.ahrg.gov/HCUPnet.app/Methods-
HCUPnet%20readmissions.pdf

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to Measure
Steward’s specification

The HCUP specifications were modified by:
e Eligibility was limited to those 18 years and older
e Specification that this rate is calculated within the same hospital

Denominator Description

Total number of hospital stays for CVA during the measurement year for
patients 18 years and older.

Denominator Inclusions

Only community hospitals are included. This includes academic medical
centers and public hospitals.

Denominator Exclusions

e Excluded are non-federal, psychiatric, substance abuse, long-term, non-
acute care, and rehabilitation hospitals because not all states include
such hospitals.

e Specialty hospitals (e.g., obstetrics-gynecology, cancer, cardiac,
orthopedic, surgical, ear-nose-throat, and children’s specialty hospitals)
are excluded because these hospitals have unique patient populations
with a disproportionally large number of out-of-state patients.

e Discharges with unverified or missing patient identifiers are excluded
because they could not be tracked across hospitals and time.

e Discharges with an apparently high volume of readmissions (20 or more
visits in the year) are excluded because the patient identifiers are
suspect for these admissions, i.e., there is a greater likelihood that these
patient identifiers are not unique to an individual.

e Discharges that have a discharge status of “dead” at some point in the
data but return to a hospital in a subsequent admission are excluded.
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Measure Title

IT-3.12 Stroke (Cerebrovascular Accident (CVA)) 30-day Readmission Rate

e Additional exclusionary criteria may be defined by the performing
provider or vendor methodology.

Denominator Size

Providers must report a minimum of 30 cases (defined as Index Admissions)
per measure during a 12-month measurement period (15 cases for a 6-
month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report on all
cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for providers
using an electronic health record) or a random sample of not less than
76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all cases
(preferred, particularly for providers using an electronic health record)
or a random sample of cases that is not less than 20% of all cases;
however, providers may cap the total sample size at 300 cases.

Numerator Description

Total number of admissions (index stay) with at least one subsequent
readmission (hospital stay) for any reason within 30 days during the
measurement year

Numerator Inclusions

Index stay:

When a patient is discharged from the hospital (the index stay), they are
followed for 30 days in the data. If any readmission to the same hospital
occurs during this 30-day time period, the index stay is counted as having a
readmission. No more than one readmission is counted within the 30-day
period since the outcome measure assessed here is "percentage of
admissions with a readmission." When there was more than one
readmission in the 30-day period, the data reported reflect the
characteristics and costs of the first readmission.

Transfers:

Transfers identified by one inpatient stay that ends on the same day as a
second inpatient stay begins are allowed as an index admission, but they are
only counted once. The information reported on the two discharge records
related to the transfer is combined into a single inpatient event. The
combined inpatient record is allowed to be an index admission. A patient is
allowed to have multiple index admissions, regardless of how far apart they
occur. In addition, a readmission can also count as an index stay for a
subsequent readmission

Numerator Exclusions

Admissions are not considered index admissions if they could not be
followed for 30 days for any of the following reasons:

(1) admissions in which the patient died in the hospital,

(2) admissions missing information on length of stay, or

(3) admissions discharged in the last month of the measurement year
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Measure Title

IT-3.12 Stroke (Cerebrovascular Accident (CVA)) 30-day Readmission Rate

Additional exclusionary criteria may be defined by the performing provider
or vendor methodology.

Setting

Inpatient

Data Source

Electronic Health Record, Administrative Claims

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-3.13: Risk Adjusted Stroke (Cerebrovascular Disease (CVD)) 30-day

Readmission Rate

Measure Title

IT-3.13 Risk Adjusted Stroke (Cerebrovascular Disease (CVD)) 30-day Readmission
Rate

Description

Risk adjusted rate of hospital admissions for Stroke (Cerebrovascular Disease (CVD))
that had at least one readmission for any reason within 30 days of discharge for
patients 18 years of age and older.

A readmission is a subsequent hospital admission in the same hospital within 30 days
following an original admission. The discharge date for the index admission must occur
within the time period defined as one month prior to the beginning of the
measurement period and ending one month prior to the end of the measurement year
to allow for the 30-day follow-up period for readmissions within the measurement
year.

NQF Number

Not applicable

Measure Steward

Not applicable

Link to measure
citation

Category 3 Risk-adjusting Resources: http://www.hhsc.state.tx.us/1115-Waiver-
Guideline.shtml

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4

DY5

Baseline - 10%
*(performance gap)

Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate)

Baseline rate)

Baseline - 5%
*(performance gap)

Achievement Level
Calculation

Baseline is equal to the ratio of Observed divided by Expected rate of readmissions.
Baseline = Observed rate / Expected rate

DSRIP-specific
modifications to
Measure Steward’s
specification

None

Denominator
Description

Expected (risk-adjusted) rate of readmissions for CVD during the measurement year.
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Measure Title

IT-3.13 Risk Adjusted Stroke (Cerebrovascular Disease (CVD)) 30-day Readmission
Rate

The Expected rate reflects the anticipated (or expected) number of readmissions
based on the case-mix of Index Admissions. The Expected rate is equal to the sum of
the Index Admissions weighted by the normative coefficients for likelihood of
readmission within 30 days, divided by the total number of Index Admissions.
Case-mix factors may include APR-DRG and Severity of lliness classifications, patient
age, co-morbid mental health conditions, etc.

Denominator
Inclusions

The Expected rate of readmissions should be calculated using a validated, tested, and

approved methodology. Providers may use the following methodologies:

e Vendor Supported software

e Internal or Provider developed risk adjustment algorithms (e.g. multivariable
logistic regression)

e Texas External Review Organization (EQRO) Category 4 data

e Indirect Standardization (i.e. "home grown" approach)

More information on calculation of the Expected rate of readmissions can be found in
the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates for Category 3
documentation

Denominator
Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission

e Depending on the risk-adjusting methodology to be used, additional exclusionary
criteria may be applicable (to be defined by the performing provider or vendor
methodology).

Denominator Size

Providers must report a minimum of 30 cases (defined as an Index Admission) per
measure during a 12-month measurement period (15 cases for a 6-month
measurement period)

e For a measurement period (either 6 or 12 months) where the denominator size is
less than or equal to 75, providers must report on all cases. No sampling is
allowed.

e For a measurement period (either 6 or 12 months) where the denominator size is
less than or equal to 380 but greater than 75, providers must report on all cases
(preferred, particularly for providers using an electronic health record) or a
random sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the denominator size is
greater than 380, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of cases that is
not less than 20% of all cases; however, providers may cap the total sample size at
300 cases.

Numerator Description

Observed (Actual) rate of readmissions within 30 days following an Index Admission
for CVD during the measurement year

The Observed (Actual) rate is calculated by dividing the number of readmissions within
30 days of an Index Admission by the total number of at-risk CVD admissions during
the measurement period.
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Measure Title

IT-3.13 Risk Adjusted Stroke (Cerebrovascular Disease (CVD)) 30-day Readmission
Rate

Numerator Inclusions

The number of observed readmissions and Index Admissions are specific to the
methodology being applied. Various software allow for delineation of readmissions
based on planned vs unplanned, clinically related, and whether the readmission was
considered preventable.

More information on calculation of the Observed (Actual) rate of readmissions can be
found in the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates for
Category 3 documentation

Numerator Exclusions

Global exclusionary criteria:
Patients that left against medical advice (LAMA)
Patients with discharge status "deceased" during Index Admission

Depending on the risk-adjusting methodology to be used, additional exclusionary
criteria may be applicable (to be defined by the performing provider or vendor
methodology).

Setting Inpatient
Data Source Administrative Claims, Electronic Health Records
Allowable All denominator subsets are permissible for this outcome

Denominator Sub-sets

T-3.14: Behavioral

Health /Substance Abuse 30-day Readmission Rate

Measure Title

IT-3.14 Behavioral Health /Substance Abuse (BH/SA) 30-day Readmission Rate

Description

Percentage of hospital admissions (stays) for Behavioral Health /Substance Abuse
days of discharge for patients 18 years of age and older.
A readmission is a subsequent hospital admission in the same hospital within 30

stay must occur within 11 months from the beginning of the measurement year the
readmissions are calculated to allow a 30-day follow-up period for all index stays.

NQF Number

Not applicable

Measure Steward

Project (HCUP)

Link to measure citation

http://hcupnet.ahrg.gov/HCUPnet.app/Methods-HCUPnet%20readmissions.pdf

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to Measure
Steward’s specification

The HCUP specifications were modified by:
Eligibility was limited to those 18 years and older
Specification that this rate is calculated within the same hospital

Denominator Description

Total number of hospital stays for BH/SA during the measurement year for patients
18 years of age and older.

9/18/2014

124

(BH/SA) that had a subsequent readmission (hospital stays) for any reason within 30

days following an original admission (or index stay). The discharge date for the index
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http://hcupnet.ahrq.gov/HCUPnet.app/Methods-HCUPnet%20readmissions.pdf

Measure Title

IT-3.14 Behavioral Health /Substance Abuse (BH/SA) 30-day Readmission Rate

Denominator Inclusions

Only community hospitals are included. This includes academic medical centers and
public hospitals.

Denominator Exclusions

e Discharges with unverified or missing patient identifiers are excluded because
they could not be tracked across hospitals and time.

e Discharges with an apparently high volume of readmissions (20 or more visits in
the year) are excluded because the patient identifiers are suspect for these
admissions, i.e., there is a greater likelihood that these patient identifiers are
not unique to an individual.

e Discharges that have a discharge status of “dead” at some point in the data but
return to a hospital in a subsequent admission are excluded.

e Additional exclusionary criteria may be defined by the performing provider or
vendor methodology.

Denominator Size

Providers must report a minimum of 30 cases (defined as Index Admissions) per
measure during a 12-month measurement period (15 cases for a 6-month
measurement period)

e For a measurement period (either 6 or 12 months) where the denominator size
is less than or equal to 75, providers must report on all cases. No sampling is
allowed.

e For a measurement period (either 6 or 12 months) where the denominator size
is less than or equal to 380 but greater than 75, providers must report on all
cases (preferred, particularly for providers using an electronic health record) or
a random sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the denominator size
is greater than 380, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of cases that is
not less than 20% of all cases; however, providers may cap the total sample size
at 300 cases.

Numerator Description

Total number of admissions (index stay) with at least one subsequent readmission
(hospital stay) for any reason within 30 days during the measurement year

Numerator Inclusions

Index stay:

When a patient is discharged from the hospital (the index stay), they are followed
for 30 days in the data. If any readmission to the same hospital occurs during this
30-day time period, the index stay is counted as having a readmission. No more than
one readmission is counted within the 30-day period since the outcome measure
assessed here is "percentage of admissions with a readmission." When there was
more than one readmission in the 30-day period, the data reported reflect the
characteristics and costs of the first readmission.

Transfers:

Transfers identified by one inpatient stay that ends on the same day as a second
inpatient stay begins are allowed as an index admission, but they are only counted
once. The information reported on the two discharge records related to the transfer
is combined into a single inpatient event. The combined inpatient record is allowed
to be an index admission. A patient is allowed to have multiple index admissions,
regardless of how far apart they occur. In addition, a readmission can also count as
an index stay for a subsequent readmission
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Measure Title

IT-3.14 Behavioral Health /Substance Abuse (BH/SA) 30-day Readmission Rate

Numerator Exclusions

Admissions are not considered index admissions if they could not be followed for 30
days for any of the following reasons:

(1) admissions in which the patient died in the hospital,

(2) admissions missing information on length of stay, or

(3) admissions discharged in the last month of the measurement year

Additional exclusionary criteria may be defined by the performing provider or
vendor methodology.

Setting

Inpatient

Data Source

Electronic Health Record, Administrative Claims

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-3.15: Risk Adjusted Behavioral Health /Substance Abuse 30-day

Readmission Rate

Measure Title

IT-3.15 Risk Adjusted Behavioral Health /Substance Abuse (BH/SA) 30-day
Readmission Rate

Description

Risk adjusted rate of hospital admissions for Behavioral Health /Substance Abuse
(BH/SA) that had at least one readmission for any reason within 30 days of discharge
for patients 18 years of age and older.

A readmission is a subsequent hospital admission in the same hospital within 30 days
following an original admission. The discharge date for the index admission must occur
within the time period defined as one month prior to the beginning of the
measurement period and ending one month prior to the end of the measurement year
to allow for the 30-day follow-up period for readmissions within the measurement
year.

NQF Number

Not applicable

Measure Steward

Not applicable

Link to measure
citation

Category 3 Risk-adjusting Resources: http://www.hhsc.state.tx.us/1115-Waiver-
Guideline.shtml

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)

DY4 DY5
Achievement Level Baseline - 5% Baseline - 10%
Calculation *(performance gap) *(performance gap)

Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)

Baseline is equal to the ratio of Observed divided by Expected rate of readmissions.
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Measure Title

IT-3.15 Risk Adjusted Behavioral Health /Substance Abuse (BH/SA) 30-day
Readmission Rate

Baseline = Observed rate / Expected rate

DSRIP-specific
modifications to
Measure Steward’s
specification

None

Denominator
Description

Expected (risk-adjusted) rate of readmissions for BH/SA during the measurement year.

The Expected rate reflects the anticipated (or expected) number of readmissions based
on the case-mix of Index Admissions. The Expected rate is equal to the sum of the Index
Admissions weighted by the normative coefficients for likelihood of readmission within
30 days, divided by the total number of Index Admissions.

Case-mix factors may include APR-DRG and Severity of lliness classifications, patient
age, co-morbid mental health conditions, etc.

Denominator
Inclusions

The Expected rate of readmissions should be calculated using a validated, tested, and

approved methodology. Providers may use the following methodologies:

e Vendor Supported software

e Internal or Provider developed risk adjustment algorithms (e.g. multivariable
logistic regression)

e Texas External Review Organization (EQRO) Category 4 data

e Indirect Standardization (i.e. "home grown" approach)

More information on calculation of the Expected rate of readmissions can be found in
the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates for Category 3
documentation

Denominator
Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission

o Depending on the risk-adjusting methodology to be used, additional exclusionary
criteria may be applicable (to be defined by the performing provider or vendor
methodology).

Denominator Size

Providers must report a minimum of 30 cases (defined as an Index Admission) per
measure during a 12-month measurement period (15 cases for a 6-month
measurement period)

e For a measurement period (either 6 or 12 months) where the denominator size is
less than or equal to 75, providers must report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the denominator size is
less than or equal to 380 but greater than 75, providers must report on all cases
(preferred, particularly for providers using an electronic health record) or a random
sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the denominator size is
greater than 380, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of cases that is not
less than 20% of all cases; however, providers may cap the total sample size at 300
cases.
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Measure Title

IT-3.15 Risk Adjusted Behavioral Health /Substance Abuse (BH/SA) 30-day
Readmission Rate

Numerator
Description

Observed (Actual) rate of readmissions within 30 days following an Index Admission for
BH/SA during the measurement year

The Observed (Actual) rate is calculated by dividing the number of readmissions within
30 days of an Index Admission by the total number of at-risk BH/SA admissions during
the measurement period.

Numerator Inclusions

The number of observed readmissions and Index Admissions are specific to the
methodology being applied. Various software allow for delineation of readmissions
based on planned vs unplanned, clinically related, and whether the readmission was
considered preventable.

More information on calculation of the Observed (Actual) rate of readmissions can be
found in the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates for
Category 3 documentation

Numerator Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission

Depending on the risk-adjusting methodology to be used, additional exclusionary
criteria may be applicable (to be defined by the performing provider or vendor
methodology).

Setting Inpatient
Data Source Administrative Claims, Electronic Health Records
Allowable All denominator subsets are permissible for this outcome

Denominator Sub-sets

IT-3.16: Chronic Obstructive Pulmonary Disease (COPD) 30-day

Readmission Rate

Measure Title

IT-3.16 Chronic Obstructive Pulmonary Disease (COPD) 30-day
Readmission Rate

Description

Percentage of hospital admissions (stays) for Chronic Obstructive Pulmonary
Disease (COPD) with a subsequent readmission within 30 days of discharge
for patients 18 years of age and older.

A readmission is a subsequent hospital admission in the same hospital
within 30 days following an original admission (or index stay). The discharge
date for the index stay must occur within 11 months from the beginning of
the measurement year the readmissions are calculated to allow a 30-day
follow-up period for all index stays.

NQF Number

Not applicable

Measure Steward

Agency for Healthcare Research and Quality (AHRQ); Healthcare Cost and
Utilization Project (HCUP)
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Measure Title

IT-3.16 Chronic Obstructive Pulmonary Disease (COPD) 30-day
Readmission Rate

Link to measure citation

http://hcupnet.ahrg.gov/HCUPnet.app/Methods-
HCUPnet%20readmissions.pdf

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to Measure
Steward’s specification

The HCUP specifications were modified by:
e Eligibility was limited to those 18 years and older
e Specification that this rate is calculated within the same hospital

Denominator Description

The total number of hospital stays for COPD during the measurement year
for patients 18 years of age and older.

Denominator Inclusions

Only community hospitals are included. This includes academic medical
centers and public hospitals.

Denominator Exclusions

e Excluded are non-federal, psychiatric, substance abuse, long-term, non-
acute care, and rehabilitation hospitals because not all states include
such hospitals.

e Specialty hospitals (e.g., obstetrics-gynecology, cancer, cardiac,
orthopedic, surgical, ear-nose-throat, and children’s specialty hospitals)
are excluded because these hospitals have unique patient populations
with a disproportionally large number of out-of-state patients.

e Discharges with unverified or missing patient identifiers are excluded
because they could not be tracked across hospitals and time.

e Discharges with an apparently high volume of readmissions (20 or more
visits in the year) are excluded because the patient identifiers are
suspect for these admissions, i.e., there is a greater likelihood that these
patient identifiers are not unique to an individual.

e Discharges that have a discharge status of “dead” at some point in the
data but return to a hospital in a subsequent admission are excluded.

e Additional exclusionary criteria may be defined by the performing
provider or vendor methodology.

Denominator Size

Providers must report a minimum of 30 cases (defined as Index Admissions)
per measure during a 12-month measurement period (15 cases for a 6-
month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report on all
cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for providers
using an electronic health record) or a random sample of not less than
76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all cases
(preferred, particularly for providers using an electronic health record)
or a random sample of cases that is not less than 20% of all cases;
however, providers may cap the total sample size at 300 cases.
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Measure Title IT-3.16 Chronic Obstructive Pulmonary Disease (COPD) 30-day
Readmission Rate

Numerator Description Total number of admissions (index stay) with at least one subsequent
readmission (hospital stay) for any reason within 30 days during the
measurement year

Numerator Inclusions Index stay:

When a patient is discharged from the hospital (the index stay), they are
followed for 30 days in the data. If any readmission to the same hospital
occurs during this 30-day time period, the index stay is counted as having a
readmission. No more than one readmission is counted within the 30-day
period since the outcome measure assessed here is "percentage of
admissions with a readmission." When there was more than one
readmission in the 30-day period, the data reported reflect the
characteristics and costs of the first readmission.

Transfers:

Transfers identified by one inpatient stay that ends on the same day as a
second inpatient stay begins are allowed as an index admission, but they are
only counted once. The information reported on the two discharge records
related to the transfer is combined into a single inpatient event. The
combined inpatient record is allowed to be an index admission. A patient is
allowed to have multiple index admissions, regardless of how far apart they
occur. In addition, a readmission can also count as an index stay for a
subsequent readmission

Numerator Exclusions Admissions are not considered index admissions if they could not be
followed for 30 days for any of the following reasons:

(1) admissions in which the patient died in the hospital,

(2) admissions missing information on length of stay, or

(3) admissions discharged in the last month of the measurement year

Additional exclusionary criteria may be defined by the performing provider
or vendor methodology.

Setting Inpatient

Data Source Electronic Health Record, Administrative Claims
Allowable Denominator All denominator subsets are permissible for this outcome
Sub-sets

IT-3.17: Risk Adjusted Chronic Obstructive Pulmonary Disease (COPD)
30-day Readmission Rate

Measure Title IT-3.17 Risk Adjusted Chronic Obstructive Pulmonary Disease (COPD) 30-day
Readmission Rate
Description Risk adjusted rate of hospital admissions (stays)for Chronic Obstructive Pulmonary

Disease (COPD) with a subsequent readmission for any reason within 30 days of
discharge for patients 18 years of age and older.
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Measure Title

IT-3.17 Risk Adjusted Chronic Obstructive Pulmonary Disease (COPD) 30-day
Readmission Rate

A readmission is a subsequent hospital admission in the same hospital within 30
days following an original admission. The discharge date for the index admission
must occur within the time period defined as one month prior to the beginning of
the measurement period and ending one month prior to the end of the
measurement year to allow for the 30-day follow-up period for readmissions
within the measurement year.

NQF Number

Not applicable

Measure Steward

Not applicable

Link to measure citation

Category 3 Risk-adjusting Resources: http://www.hhsc.state.tx.us/1115-Waiver-
Guideline.shtml

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4 DY5

Baseline - 10%
*(performance gap)

Baseline - 5%
*(performance gap)

Achievement Level
Calculation

Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)

Baseline is equal to the ratio of Observed divided by Expected rate of
readmissions.
Baseline = Observed rate / Expected rate

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Expected (risk-adjusted) rate of readmissions for COPD during the measurement
year.

The Expected rate reflects the anticipated (or expected) number of readmissions
based on the case-mix of Index Admissions. The Expected rate is equal to the sum
of the Index Admissions weighted by the normative coefficients for likelihood of
readmission within 30 days, divided by the total number of Index Admissions.
Case-mix factors may include APR-DRG and Severity of Iliness classifications,
patient age, co-morbid mental health conditions, etc.

Denominator Inclusions

The Expected rate of readmissions should be calculated using a validated, tested,

and approved methodology. Providers may use the following methodologies:

e Vendor Supported software

e Internal or Provider developed risk adjustment algorithms (e.g. multivariable
logistic regression)

e Texas External Review Organization (EQRO) Category 4 data

e Indirect Standardization (i.e. "home grown" approach)
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Measure Title

IT-3.17 Risk Adjusted Chronic Obstructive Pulmonary Disease (COPD) 30-day
Readmission Rate

More information on calculation of the Expected rate of readmissions can be
found in the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates for
Category 3 documentation

Denominator Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission

e Depending on the risk-adjusting methodology to be used, additional
exclusionary criteria may be applicable (to be defined by the performing
provider or vendor methodology).

Denominator Size

Providers must report a minimum of 30 cases (defined as an Index Admission) per
measure during a 12-month measurement period (15 cases for a 6-month
measurement period)

e For a measurement period (either 6 or 12 months) where the denominator
size is less than or equal to 75, providers must report on all cases. No sampling
is allowed.

e For a measurement period (either 6 or 12 months) where the denominator
size is less than or equal to 380 but greater than 75, providers must report on
all cases (preferred, particularly for providers using an electronic health
record) or a random sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the denominator
size is greater than 380, providers must report on all cases (preferred,
particularly for providers using an electronic health record) or a random
sample of cases that is not less than 20% of all cases; however, providers may
cap the total sample size at 300 cases.

Numerator Description

Total number of admissions (index stay) with at least one subsequent readmission
(hospital stay) for any reason within 30 days during the measurement year

Numerator Inclusions

Observed (Actual) rate of readmissions within 30 days following an Index
Admission for COPD during the measurement year

The Observed (Actual) rate is calculated by dividing the number of readmissions
within 30 days of an Index Admission by the total number of at-risk COPD
admissions during the measurement period.

Numerator Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission

Depending on the risk-adjusting methodology to be used, additional exclusionary
criteria may be applicable (to be defined by the performing provider or vendor
methodology).

Setting

Inpatient

Data Source

Administrative Claims, Electronic Health Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

9/18/2014

132




IT-3.20: Pediatric Asthma 30-day Readmission Rate

Measure Title

IT-3.20 Pediatric Asthma 30-day Readmission Rate

Description

Percentage of hospital admissions (stays) for Pediatric Asthma with a
subsequent readmission within 30 days of discharge for patients less
than 18 years of age.

A readmission is a subsequent hospital admission in the same hospital
within 30 days following an original admission (or index stay). The
discharge date for the index stay must occur within 11 months from the
beginning of the measurement year the readmissions are calculated to
allow a 30-day follow-up period for all index stays.

NQF Number

Not applicable

Measure Steward

Agency for Healthcare Research and Quality (AHRQ); Healthcare Cost
and Utilization Project (HCUP)

Link to measure citation

http://hcupnet.ahrg.gov/HCUPnet.app/Methods-
HCUPnet%20readmissions.pdf

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to Measure
Steward’s specification

The HCUP specifications were modified by:
e Eligibility was limited to those less than 18 years of age
Specification that this rate is calculated within the same hospital

Denominator Description

Total number of hospital stays during the measurement year for
patients less than 18 years of age.

Denominator Inclusions

Only community hospitals are included. This includes academic medical
centers and public hospitals.

Denominator Exclusions

e Excluded are non-federal, psychiatric, substance abuse, long-term,
non-acute care, and rehabilitation hospitals because not all states
include such hospitals.

e Specialty hospitals (e.g., obstetrics-gynecology, cancer, cardiac,
orthopedic, surgical, ear-nose-throat, and children’s specialty
hospitals) are excluded because these hospitals have unique patient
populations with a disproportionally large number of out-of-state
patients.

e Discharges younger than 1 year (age 0) are excluded because
patient identifiers are inconsistently reported for these patients.

e Discharges with unverified or missing patient identifiers are
excluded because they could not be tracked across hospitals and
time.

e Discharges with an apparently high volume of readmissions (20 or
more visits in the year) are excluded because the patient identifiers
are suspect for these admissions, i.e., there is a greater likelihood
that these patient identifiers are not unique to an individual.
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Measure Title

IT-3.20 Pediatric Asthma 30-day Readmission Rate

e Discharges that have a discharge status of “dead” at some point in
the data but return to a hospital in a subsequent admission are
excluded.

e Additional exclusionary criteria may be defined by the performing
provider or vendor methodology.

Denominator Size

Providers must report a minimum of 30 cases (defined as Index
Admissions) per measure during a 12-month measurement period (15
cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report
on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of
not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic health
record) or a random sample of cases that is not less than 20% of all
cases; however, providers may cap the total sample size at 300
cases.

Numerator Description

Total number of admissions (index stay) with at least one subsequent
readmission (hospital stay) for any reason within 30 days during the
measurement year

Numerator Inclusions

Index stay:

When a patient is discharged from the hospital (the index stay), they are
followed for 30 days in the data. If any readmission to the same hospital
occurs during this 30-day time period, the index stay is counted as
having a readmission. No more than one readmission is counted within
the 30-day period since the outcome measure assessed here is
"percentage of admissions with a readmission." When there was more
than one readmission in the 30-day period, the data reported reflect the
characteristics and costs of the first readmission.

Transfers:

Transfers identified by one inpatient stay that ends on the same day as a
second inpatient stay begins are allowed as an index admission, but they
are only counted once. The information reported on the two discharge
records related to the transfer is combined into a single inpatient event.
The combined inpatient record is allowed to be an index admission. A
patient is allowed to have multiple index admissions, regardless of how
far apart they occur. In addition, a readmission can also count as an
index stay for a subsequent readmission

Numerator Exclusions

Admissions are not considered index admissions if they could not be
followed for 30 days for any of the following reasons:
(1) admissions in which the patient died in the hospital,
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Measure Title

IT-3.20 Pediatric Asthma 30-day Readmission Rate

(2) admissions missing information on length of stay, or
(3) admissions discharged in the last month of the measurement year

Additional exclusionary criteria may be defined by the performing
provider or vendor methodology.

Setting

Inpatient

Data Source

Electronic Health Record, Administrative Claims

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-3.21: Risk Adjusted Pediatric Asthma 30-day Readmission Rate

Measure Title

IT-3.21 Risk Adjusted Pediatric Asthma 30-day Readmission Rate

Description

Risk adjusted rate of hospital admissions (stays) for Pediatric Asthma with a
readmission for any reason within 30 days of discharge for patients less than 18 years
of age.

A readmission is a subsequent hospital admission in the same hospital within 30 days
following an original admission. The discharge date for the index admission must occur
within the time period defined as one month prior to the beginning of the
measurement period and ending one month prior to the end of the measurement year
to allow for the 30-day follow-up period for readmissions within the measurement
year.

NQF Number

Not applicable

Measure Steward

Not applicable

Link to measure
citation

Category 3 Risk-adjusting Resources: http://www.hhsc.state.tx.us/1115-Waiver-
Guideline.shtml

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4

DY5

Baseline - 10%
*(performance gap)

Baseline - 5%
*(performance gap)

Achievement Level
Calculation

Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)

Baseline is equal to the ratio of Observed divided by Expected rate of readmissions.
Baseline = Observed rate / Expected rate

DSRIP-specific
modifications to
Measure Steward’s
specification

None
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Measure Title

IT-3.21 Risk Adjusted Pediatric Asthma 30-day Readmission Rate

Denominator
Description

Expected (risk-adjusted) rate of readmissions for pediatric asthma during the
measurement year.

The Expected rate reflects the anticipated (or expected) number of readmissions based
on the case-mix of Index Admissions. The Expected rate is equal to the sum of the Index
Admissions weighted by the normative coefficients for likelihood of readmission within
30 days, divided by the total number of Index Admissions.

Case-mix factors may include APR-DRG and Severity of lliness classifications, patient
age, co-morbid mental health conditions, etc.

Denominator
Inclusions

The Expected rate of readmissions should be calculated using a validated, tested, and

approved methodology. Providers may use the following methodologies:

e Vendor Supported software

e Internal or Provider developed risk adjustment algorithms (e.g. multivariable
logistic regression)

e Texas External Review Organization (EQRO) Category 4 data

e Indirect Standardization (i.e. "home grown" approach)

More information on calculation of the Expected rate of readmissions can be found in
the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates for Category 3
documentation

Denominator
Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission

e Depending on the risk-adjusting methodology to be used, additional exclusionary
criteria may be applicable (to be defined by the performing provider or vendor
methodology).

Denominator Size

Providers must report a minimum of 30 cases (defined as an Index Admission) per
measure during a 12-month measurement period (15 cases for a 6-month
measurement period)

e For a measurement period (either 6 or 12 months) where the denominator size is
less than or equal to 75, providers must report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the denominator size is
less than or equal to 380 but greater than 75, providers must report on all cases
(preferred, particularly for providers using an electronic health record) or a random
sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the denominator size is
greater than 380, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of cases that is not
less than 20% of all cases; however, providers may cap the total sample size at 300
cases.

Numerator
Description

Observed (Actual) rate of readmissions within 30 days following an Index Admission for
pediatric asthma during the measurement year
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Measure Title

IT-3.21 Risk Adjusted Pediatric Asthma 30-day Readmission Rate

The Observed (Actual) rate is calculated by dividing the number of readmissions within
30 days of an Index Admission by the total number of at-risk pediatric asthma
admissions during the measurement period.

Numerator Inclusions

The number of observed readmissions and Index Admissions are specific to the
methodology being applied. Various software allow for delineation of readmissions
based on planned vs unplanned, clinically related, and whether the readmission was
considered preventable.

More information on calculation of the Observed (Actual) rate of readmissions can be
found in the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates for
Category 3 documentation

Numerator Exclusions

Global exclusionary criteria:
Patients that left against medical advice (LAMA)
Patients with discharge status "deceased" during Index Admission

Depending on the risk-adjusting methodology to be used, additional exclusionary
criteria may be applicable (to be defined by the performing provider or vendor

Setting Inpatient
Data Source Administrative Claims, Electronic Health Records
Allowable All denominator subsets are permissible for this outcome

Denominator Sub-sets

IT-3.22: Risk Adjusted All-Cause Readmissions (ACR) Rate

Measure Title

IT-3.22 Risk Adjusted All-Cause Readmissions (ACR)

Description

Risk adjusted rate of hospital admissions (stays) for with a subsequent
readmission for any reason within 30 days of discharge for patients 18
years of age and older.

A readmission is a subsequent hospital admission in the same hospital
within 30 days following an original admission. The discharge date for the
index admission must occur within the time period defined as one month
prior to the beginning of the measurement period and ending one month
prior to the end of the measurement year to allow for the 30-day follow-
up period for readmissions within the measurement year.

NQF Number

Not applicable

Measure Steward

Not applicable

Link to measure citation

Category 3 Risk-adjusting Resources: http://www.hhsc.state.tx.us/1115-
Waiver-Guideline.shtml
http://www.qualityforum.org/QPS/QPSTool.aspx

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4

DY5
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Measure Title

IT-3.22 Risk Adjusted All-Cause Readmissions (ACR)

Baseline - 10%
*(performance gap)
Baseline - 5% *(0% — | Baseline - 10% *(0% —

Baseline rate) Baseline rate)

Achievement Level Baseline - 5%
Calculation *(performance gap)

Baseline is equal to the ratio of Observed divided by Expected rate of
readmissions.
Baseline = Observed rate / Expected rate

DSRIP-specific
modifications to Measure
Steward’s specification

For providers that select the "All-Cause Readmission (NQF 1768)" the
original title of the measure is Plan All-Cause Readmission (PCR). “Plan”
was removed from the title of the measure since health plans are not
participating in the Waiver

Denominator Description

Expected (risk-adjusted) rate of readmissions for all-causes during the
measurement year.

The Expected rate reflects the anticipated (or expected) number of
readmissions based on the case-mix of Index Admissions. The Expected
rate is equal to the sum of the Index Admissions weighted by the
normative coefficients for likelihood of readmission within 30 days,
divided by the total number of Index Admissions.

Case-mix factors may include APR-DRG and Severity of lliness
classifications, patient age, co-morbid mental health conditions, etc.

Denominator Inclusions

The Expected rate of readmissions should be calculated using a validated,
tested, and approved methodology. Providers may use the following
methodologies:
e Vendor Supported software
e Internal or Provider developed risk adjustment algorithms (e.g.
multivariable logistic regression)
e Texas External Review Organization (EQRO) Category 4 data
e Indirect Standardization (i.e. "home grown" approach)
e All-Cause Readmission (NQF 1768):
o Measure specifications:
http://www.ncga.org/Portals/0/HomePage/PCR.pdf
o Risk adjustment tables can be found here
https://www.ncga.org/HEDISQualityMeasurement/HEDISMea
sures/HEDIS2014/HEDIS2014PCRAndRRUSupportiveTables.as

pXx

More information on calculation of the Expected rate of readmissions can
be found in the Key Information for reporting OD-2 and OD-3 Risk
Adjusted rates for Category 3 documentation

Denominator Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission
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Measure Title

IT-3.22 Risk Adjusted All-Cause Readmissions (ACR)

Depending on the risk-adjusting methodology to be used, additional
exclusionary criteria may be applicable (to be defined by the performing
provider or vendor methodology).

Denominator Size

Providers must report a minimum of 30 cases (defined as an Index
Admission) per measure during a 12-month measurement period (15
cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report on
all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of
not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic health
record) or a random sample of cases that is not less than 20% of all
cases; however, providers may cap the total sample size at 300 cases.

Numerator Description

Observed (Actual) rate of readmissions within 30 days following an Index
Admission during the measurement year

The Observed (Actual) rate is calculated by dividing the number of
readmissions within 30 days of an Index Admission by the total number of
at-risk admissions during the measurement period.

Numerator Inclusions

The number of observed readmissions and Index Admissions are specific
to the methodology being applied. Various software allow for delineation
of readmissions based on planned vs unplanned, clinically related, and
whether the readmission was considered preventable.

More information on calculation of the Observed (Actual) rate of
readmissions can be found in the Key Information for reporting OD-2 and
OD-3 Risk Adjusted rates for Category 3 documentation

Numerator Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission

Depending on the risk-adjusting methodology to be used, additional
exclusionary criteria may be applicable (to be defined by the performing
provider or vendor methodology).

Setting

Inpatient

Data Source

Administrative Claims, Electronic Medical Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
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IT-3.25: Post-Surgical 30-day Readmission Rate

Measure Title

IT-3.25 Post-Surgical 30-day Readmission Rate

Description

Percentage of hospital admissions (stays) Post-Surgical that had at least
one subsequent readmission (hospital stay) within 30 days of discharge
for patients 18 years of age and older.

A readmission is a subsequent hospital admission in the same hospital
within 30 days following an original admission (or index stay). The
discharge date for the index stay must occur within 11 months from the
beginning of the measurement year the readmissions are calculated to
allow a 30-day follow-up period for all index stays.

NQF Number

Not applicable

Measure Steward

Agency for Healthcare Research and Quality (AHRQ) Healthcare Cost
and Utilization Project (HCUP)

Link to measure citation

http://hcupnet.ahrg.gov/HCUPnet.app/Methods-
HCUPnet%20readmissions.pdf

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to Measure
Steward’s specification

The HCUP specifications were modified by:
e Eligibility was limited to those 18 years and older
e Specification that this rate is calculated within the same hospital

Denominator Description

Total number of hospital index admissions Post-Surgical during the
measurement year for patients 18 years of age and older.

Denominator Inclusions

Only community hospitals are included. This includes academic medical
centers and public hospitals.

Denominator Exclusions

e Excluded are non-federal, psychiatric, substance abuse, long-term,
non-acute care, and rehabilitation hospitals because not all states
include such hospitals.

e Specialty hospitals (e.g., obstetrics-gynecology, cancer, cardiac,
orthopedic, surgical, ear-nose-throat, and children’s specialty
hospitals) are excluded because these hospitals have unique patient
populations with a disproportionally large number of out-of-state
patients.

e Discharges with unverified or missing patient identifiers are
excluded because they could not be tracked across hospitals and
time.

e Discharges with an apparently high volume of readmissions (20 or
more visits in the year) are excluded because the patient identifiers
are suspect for these admissions, i.e., there is a greater likelihood
that these patient identifiers are not unique to an individual.
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Measure Title

IT-3.25 Post-Surgical 30-day Readmission Rate

e Discharges that have a discharge status of “dead” at some pointin
the data but return to a hospital in a subsequent admission are
excluded.

e Additional exclusionary criteria may be defined by the performing
provider or vendor methodology.

Denominator Size

Providers must report a minimum of 30 cases (defined as Index
Admissions) per measure during a 12-month measurement period (15
cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report
on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of
not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic health
record) or a random sample of cases that is not less than 20% of all
cases; however, providers may cap the total sample size at 300
cases.

Numerator Description

Total number of admissions (index stay) with at least one subsequent
readmission (hospital stay) for any reason within 30 days during the
measurement year.

Numerator Inclusions

Index stay:

When a patient is discharged from the hospital (the index stay), they are
followed for 30 days in the data. If any readmission to the same hospital
occurs during this 30-day time period, the index stay is counted as
having a readmission. No more than one readmission is counted within
the 30-day period since the outcome measure assessed here is
"percentage of admissions with a readmission." When there was more
than one readmission in the 30-day period, the data reported reflect the
characteristics and costs of the first readmission.

Transfers:

Transfers identified by one inpatient stay that ends on the same day as a
second inpatient stay begins are allowed as an index admission, but they
are only counted once. The information reported on the two discharge
records related to the transfer is combined into a single inpatient event.
The combined inpatient record is allowed to be an index admission. A
patient is allowed to have multiple index admissions, regardless of how
far apart they occur. In addition, a readmission can also count as an
index stay for a subsequent readmission

Numerator Exclusions

Admissions are not considered index admissions if they could not be
followed for 30 days for any of the following reasons:
(1) admissions in which the patient died in the hospital,
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Measure Title

IT-3.25 Post-Surgical 30-day Readmission Rate

(2) admissions missing information on length of stay, or
(3) admissions discharged in the last month of the measurement year

Additional exclusionary criteria may be defined by the performing
provider or vendor methodology.

Setting

Inpatient

Data Source

Electronic Health Record, Administrative Claims

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-3.26: Risk Adjusted Post-Surgical 30-day Readmission Rate

Measure Title

IT-3.26 Risk Adjusted Post-Surgical 30-day Readmission Rate

Description

Risk adjusted rate of hospital admissions Post-Surgical that had at least one
readmission for any reason within 30 days of discharge for patients 18 years of age
and older.

A readmission is a subsequent hospital admission in the same hospital within 30
days following an original admission. The discharge date for the index admission
must occur within the time period defined as one month prior to the beginning of
the measurement period and ending one month prior to the end of the
measurement year to allow for the 30-day follow-up period for readmissions
within the measurement year.

NQF Number

Not applicable

Measure Steward

Not applicable

Link to measure citation

Category 3 Risk-adjusting Resources: http://www.hhsc.state.tx.us/1115-Waiver-
Guideline.shtml

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4

DY5

Baseline - 10%
*(performance gap)

Baseline - 5%
*(performance gap)

Achievement Level
Calculation

Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)

Baseline is equal to the ratio of Observed divided by Expected rate of
readmissions.
Baseline = Observed rate / Expected rate

DSRIP-specific
modifications to Measure
Steward’s specification

e None
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Measure Title

IT-3.26 Risk Adjusted Post-Surgical 30-day Readmission Rate

Denominator Description

Expected (risk-adjusted) rate of readmissions for post-surgical issues during the
measurement year.

The Expected rate reflects the anticipated (or expected) number of readmissions
based on the case-mix of Index Admissions. The Expected rate is equal to the sum
of the Index Admissions weighted by the normative coefficients for likelihood of
readmission within 30 days, divided by the total number of Index Admissions.
Case-mix factors may include APR-DRG and Severity of lliness classifications,
patient age, co-morbid mental health conditions, etc.

Denominator Inclusions

The Expected rate of readmissions should be calculated using a validated, tested,

and approved methodology. Providers may use the following methodologies:

e Vendor Supported software

e Internal or Provider developed risk adjustment algorithms (e.g. multivariable
logistic regression)

e Texas External Review Organization (EQRO) Category 4 data

e Indirect Standardization (i.e. "home grown" approach)

More information on calculation of the Expected rate of readmissions can be
found in the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates for
Category 3 documentation

Denominator Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission

e Depending on the risk-adjusting methodology to be used, additional
exclusionary criteria may be applicable (to be defined by the performing
provider or vendor methodology).

Denominator Size

Providers must report a minimum of 30 cases (defined as an Index Admission) per
measure during a 12-month measurement period (15 cases for a 6-month
measurement period)

e For a measurement period (either 6 or 12 months) where the denominator
size is less than or equal to 75, providers must report on all cases. No sampling
is allowed.

e For a measurement period (either 6 or 12 months) where the denominator
size is less than or equal to 380 but greater than 75, providers must report on
all cases (preferred, particularly for providers using an electronic health
record) or a random sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the denominator
size is greater than 380, providers must report on all cases (preferred,
particularly for providers using an electronic health record) or a random
sample of cases that is not less than 20% of all cases; however, providers may
cap the total sample size at 300 cases.

Numerator Description

Observed (Actual) rate of readmissions within 30 days following an Index
Admission for post-surgical issues during the measurement year
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Measure Title

IT-3.26 Risk Adjusted Post-Surgical 30-day Readmission Rate

The Observed (Actual) rate is calculated by dividing the number of readmissions
within 30 days of an Index Admission by the total number of at-risk CHF
admissions during the measurement period.

Numerator Inclusions

The number of observed readmissions and Index Admissions are specific to the
methodology being applied. Various software allow for delineation of
readmissions based on planned vs unplanned, clinically related, and whether the
readmission was considered preventable.

More information on calculation of the Observed (Actual) rate of readmissions can
be found in the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates
for Category 3 documentation

Numerator Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission

Depending on the risk-adjusting methodology to be used, additional exclusionary
criteria may be applicable (to be defined by the performing provider or vendor
methodology).

Setting

Inpatient

Data Source

Administrative Claims, Electronic Health Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-3.27: Cancer 30-day Readmission Rate

Measure Title

IT-3.27 Cancer 30-day Readmission Rate

Description

Percentage of hospital admissions (stays) for Cancer that had at least
one subsequent readmission (hospital stay) within 30 days of discharge
for patients 18 years of age and older.

A readmission is a subsequent hospital admission in the same or a
different hospital within 30 days following an original admission (or
index stay). The discharge date for the index stay must occur within 11
months from the beginning of the measurement year the readmissions
are calculated to allow a 30-day follow-up period for all index stays.

NQF Number

Not applicable

Measure Steward

Agency for Healthcare Research and Quality (AHRQ) Healthcare Cost
and Utilization Project (HCUP)

Link to measure citation

http://hcupnet.ahrg.gov/HCUPnet.app/Methods-
HCUPnet%20readmissions.pdf

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization
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Measure Title

IT-3.27 Cancer 30-day Readmission Rate

DSRIP-specific
modifications to Measure
Steward’s specification

The HCUP specifications were modified by:
e Eligibility was limited to those 18 years and older
e Specification that this rate is calculated within the same hospital

Denominator Description

The total number of hospital stays for Cancer during the measurement
year for patients 18 years of age and older.

Denominator Inclusions

Only community hospitals are included. This includes academic medical
centers and public hospitals.

Denominator Exclusions

e Excluded are non-federal, psychiatric, substance abuse, long-term,
non-acute care, and rehabilitation hospitals because not all states
include such hospitals.

e Specialty hospitals (e.g., obstetrics-gynecology, cancer, cardiac,
orthopedic, surgical, ear-nose-throat, and children’s specialty
hospitals) are excluded because these hospitals have unique patient
populations with a disproportionally large number of out-of-state
patients.

e Discharges with unverified or missing patient identifiers are
excluded because they could not be tracked across hospitals and
time.

e Discharges with an apparently high volume of readmissions (20 or
more visits in the year) are excluded because the patient identifiers
are suspect for these admissions, i.e., there is a greater likelihood
that these patient identifiers are not unique to an individual.

e Discharges that have a discharge status of “dead” at some pointin
the data but return to a hospital in a subsequent admission are
excluded.

e Discharges from hospitals with more than 50 percent of their total
discharges excluded for any of the above reasons because patients
treated at these hospitals could not be reliably tracked over time.

e Additional exclusionary criteria may be defined by the performing
provider or vendor methodology.

Denominator Size

Providers must report a minimum of 30 cases (defined as Index
Admissions) per measure during a 12-month measurement period (15
cases for a 6-month measurement period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report
on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of
not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic health
record) or a random sample of cases that is not less than 20% of all
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Measure Title

IT-3.27 Cancer 30-day Readmission Rate

cases; however, providers may cap the total sample size at 300
cases.

Numerator Description

Total number of admissions (index stay) with at least one subsequent
readmission (hospital stay) for any reason within 30 days during the
measurement year.

Numerator Inclusions

Index stay:

When a patient is discharged from the hospital (the index stay), they are
followed for 30 days in the data. If any readmission to the same hospital
occurs during this 30-day time period, the index stay is counted as
having a readmission. No more than one readmission is counted within
the 30-day period since the outcome measure assessed here is
"percentage of admissions with a readmission." When there was more
than one readmission in the 30-day period, the data reported reflect the
characteristics and costs of the first readmission.

Transfers:

Transfers identified by one inpatient stay that ends on the same day as a
second inpatient stay begins are allowed as an index admission, but they
are only counted once. The information reported on the two discharge
records related to the transfer is combined into a single inpatient event.
The combined inpatient record is allowed to be an index admission. A
patient is allowed to have multiple index admissions, regardless of how
far apart they occur. In addition, a readmission can also count as an
index stay for a subsequent readmission

Numerator Exclusions

Admissions are not considered index admissions if they could not be
followed for 30 days for any of the following reasons:

(1) admissions in which the patient died in the hospital,

(2) admissions missing information on length of stay, or

(3) admissions discharged in the last month of the measurement year

Additional exclusionary criteria may be defined by the performing
provider or vendor methodology.

Setting

Inpatient

Data Source

Electronic Health Record, Administrative Claims

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-3.29: Risk Adjusted Medication Complication 30-day Readmission

Rate
Measure Title IT-3.29 Risk Adjusted Medication Complication 30-day Readmission Rate
Description Risk adjusted rate of hospital admissions (stays) for Medication Complication that

had at least one readmission for any reason within 30 days of discharge for patients
18 years of age and older.
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Measure Title

IT-3.29 Risk Adjusted Medication Complication 30-day Readmission Rate

A readmission is a subsequent hospital admission in the same hospital within 30
days following an original admission. The discharge date for the index admission
must occur within the time period defined as one month prior to the beginning of
the measurement period and ending one month prior to the end of the
measurement year to allow for the 30-day follow-up period for readmissions within
the measurement year.

NQF Number

Not applicable

Measure Steward

Not applicable

Link to measure citation

Category 3 Risk-adjusting Resources: http://www.hhsc.state.tx.us/1115-Waiver-
Guideline.shtml

Measure type

Standalone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4

DY5

Baseline - 5% Baseline - 10%
*(performance gap) *(performance gap)

Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)

Achievement Level
Calculation

Baseline is equal to the ratio of Observed divided by Expected rate of readmissions.
Baseline = Observed rate / Expected rate

DSRIP-specific
modifications to
Measure Steward’s
specification

e None

Denominator Description

Expected (risk-adjusted) rate of readmissions for medication complications during
the measurement year.

The Expected rate reflects the anticipated (or expected) number of readmissions
based on the case-mix of Index Admissions. The Expected rate is equal to the sum of
the Index Admissions weighted by the normative coefficients for likelihood of
readmission within 30 days, divided by the total number of Index Admissions.
Case-mix factors may include APR-DRG and Severity of Iliness classifications, patient
age, co-morbid mental health conditions, etc.

Denominator Inclusions

The Expected rate of readmissions should be calculated using a validated, tested,

and approved methodology. Providers may use the following methodologies:

e Vendor Supported software

e Internal or Provider developed risk adjustment algorithms (e.g. multivariable
logistic regression)

e Texas External Review Organization (EQRO) Category 4 data

e Indirect Standardization (i.e. "home grown" approach)

More information on calculation of the Expected rate of readmissions can be found
in the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates for Category
3 documentation
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Measure Title

IT-3.29 Risk Adjusted Medication Complication 30-day Readmission Rate

Denominator Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission

e Depending on the risk-adjusting methodology to be used, additional
exclusionary criteria may be applicable (to be defined by the performing
provider or vendor methodology).

Denominator Size

Providers must report a minimum of 30 cases (defined as an Index Admission) per
measure during a 12-month measurement period (15 cases for a 6-month
measurement period)

e For a measurement period (either 6 or 12 months) where the denominator size
is less than or equal to 75, providers must report on all cases. No sampling is
allowed.

e For a measurement period (either 6 or 12 months) where the denominator size
is less than or equal to 380 but greater than 75, providers must report on all
cases (preferred, particularly for providers using an electronic health record) or
a random sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the denominator size
is greater than 380, providers must report on all cases (preferred, particularly
for providers using an electronic health record) or a random sample of cases
that is not less than 20% of all cases; however, providers may cap the total
sample size at 300 cases.

Numerator Description

Observed (Actual) rate of readmissions within 30 days following an Index Admission
for Medication Complications during the measurement year

The Observed (Actual) rate is calculated by dividing the number of readmissions
within 30 days of an Index Admission by the total number of at-risk medication
complication admissions during the measurement period.

Numerator Inclusions

The number of observed readmissions and Index Admissions are specific to the
methodology being applied. Various software allow for delineation of readmissions
based on planned vs unplanned, clinically related, and whether the readmission was
considered preventable.

More information on calculation of the Observed (Actual) rate of readmissions can
be found in the Key Information for reporting OD-2 and OD-3 Risk Adjusted rates for
Category 3 documentation

Numerator Exclusions

Global exclusionary criteria:
e Patients that left against medical advice (LAMA)
e Patients with discharge status "deceased" during Index Admission

Depending on the risk-adjusting methodology to be used, additional exclusionary
criteria may be applicable (to be defined by the performing provider or vendor
methodology).

Setting

Inpatient

Data Source

Administrative Claims, Electronic Health Records
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Measure Title

IT-3.29 Risk Adjusted Medication Complication 30-day Readmission Rate

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-4.1: Improvement in Risk Adjusted Potentially Preventable
Complications Rate(s)

Measure Title

IT-4.1 Improvement in Risk Adjusted Potentially Preventable
Complications Rate(s)

Description Improve 5 risk adjusted PPC rates.
NQF Number N/A

Measure Steward 3M

Link to measure citation Not Available

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4

DY5

Achievement Level Baseline - 5% Baseline - 10%

modifications to Measure
Steward’s specification

Calculation *(performance gap) *(performance gap)
Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)
DSRIP-specific None

Denominator Description

This measure does not have a traditional denominator format. Each
rates denominator is specific to the selected PPC the provider aims to
reduce. Providers will select and report improvement in PPC rates as
reported in Category 4 OR providers may opt to use internal PPC
reports.

Rate #1: Denominator for the first PPC to be reported (to be defined by
the provider)

Rate #2: Denominator for the second PPC to be reported (to be defined
by the provider)

Rate #3: Denominator for the third PPC to be reported (to be defined by
the provider)

Rate #4: Denominator for the fourth PPC to be reported (to be defined
by the provider)

Rate #5: Denominator for the fifth PPC to be reported (to be defined by
the provider)

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.
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Measure Title IT-4.1 Improvement in Risk Adjusted Potentially Preventable
Complications Rate(s)

Denominator Exclusions The Measure Steward does not identify specific denominator exclusions
beyond what is described in the denominator description.

Denominator Size Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For ameasurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e Fora measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description This measure does not have a traditional numerator format. Each rates
numerator is specific to the selected PPC the provider aims to reduce.
Providers will select and report improvement in PPC rates as reported in
Category 4 OR providers may opt to use internal PPC reports.

Rate #1: Numerator for the first PPC to be reported (to be defined by
the provider)

Rate #2: Numerator for the second PPC to be reported (to be defined by
the provider)

Rate #3: Numerator for the third PPC to be reported (to be defined by
the provider)

Rate #4: Numerator for the fourth PPC to be reported (to be defined by
the provider)

Rate #5: Numerator for the fifth PPC to be reported (to be defined by
the provider)

Numerator Inclusions The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting Inpatient

Data Source Administrative/Clinical data sources; Category 4 reports

Allowable Denominator All denominator subsets are permissible for this outcome

Sub-sets
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IT-4.2: Central Line-Associated Bloodstream Infections (CLABSI) Rates

Measure Title

IT-4.2 Central line-associated Bloodstream Infection (CLABSI) Outcome
Measure

Description

Standardized Infection Ratio (SIR) of healthcare-associated, central line-
associated bloodstream infections (CLABSI) will be calculated among
patients in the following patient care locations:

e Intensive Care Units (ICUs)

e Specialty Care Areas (SCAs) - adult and pediatric: long term acute care,
bone marrow transplant, acute dialysis, hematology/oncology, and solid
organ transplant locations

e Other inpatient locations - acute care general hospitals (including
specialty hospitals), freestanding long term acute care hospitals,
rehabilitation hospitals, and behavioral health hospitals. Includes but is
not limited to all Inpatient Rehabilitation Facilities (IRFs), both
freestanding and located as a separate unit within an acute care general
hospital. Only locations where patients reside overnight are included,
i.e., inpatient locations

NQF Number

0139

Measure Steward

National Healthcare Safety Network (Centers for Disease Control and
Prevention)

Link to measure citation

https://www.qualityforum.org/QPS/0139

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4

DY5

Achievement Level Baseline - 5% Baseline - 10%

modifications to Measure
Steward’s specification

Calculation *(performance gap) *(performance gap)
Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)
DSRIP-specific None

Denominator Description

Total number of expected CLABSIs

Denominator Inclusions

Expected number of CLABSIs is calculated by multiplying the number of
central line device days for each location under surveillance for CLABSI
during the period by the CLABSI rate for the same types of locations
obtained from the standard population.

Central line device- day denominator data that are collected differ
according to the location of the patients being monitored.

Denominator Exclusions

1. Pacemaker wires and other nonlumened devices inserted into central
blood vessels or the heart are excluded as central lines
2. Peripheral intravenous lines are excluded from this measure

Denominator Size
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Measure Title

IT-4.2 Central line-associated Bloodstream Infection (CLABSI) Outcome
Measure

e For ameasurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e Forameasurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Total number of observed healthcare-associated CLABSI among patients
in ICUs, NICUs, SCAs and other acute care hospital locations where
patients reside overnight.

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Inpatient

Data Source

Electronic Clinical Data, Electronic Health Record, Electronic Laboratory
Data, Paper Medical Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
Note: Provider cannot change the location/facility in which the
denominator populations are to be measured.

IT-4.3: Catheter-Associated Urinary Tract Infections (CAUTI) Rates

Measure Title

IT-4.3 Catheter-Associated Urinary Tract Infection (CAUTI) Outcome
Measure

Description

Standardized Infection Ratio (SIR) of healthcare-associated, catheter-
associated urinary tract infections (CAUTI) will be calculated among
patients in the following patient care locations:

¢ Intensive Care Units (ICUs) (excluding patients in neonatal ICUs
[NICUs: Level II/1lIl and Level Il nurseries])

e Specialty Care Areas (SCAs) - adult and pediatric: long term acute care,
bone marrow transplant, acute dialysis, hematology/oncology, and solid
organ transplant locations

e Other inpatient locations (excluding Level | and Level Il nurseries) -
acute care general hospitals (including specialty hospitals), freestanding
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Measure Title

IT-4.3 Catheter-Associated Urinary Tract Infection (CAUTI) Outcome
Measure

long term acute care hospitals, rehabilitation hospitals, and behavioral
health hospitals. Only locations where patients reside overnight are
included, i.e., inpatient locations

NQF Number

0138

Measure Steward

National Healthcare Safety Network (Centers for Disease Control and
Prevention)

Link to measure citation

https://www.qualityforum.org/QPS/0138

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)

DY4 DY5

Achievement Level Baseline - 5% Baseline - 10%

modifications to Measure
Steward’s specification

Calculation *(performance gap) *(performance gap)
Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)
DSRIP-specific None

Denominator Description

Total number of expected CAUTIs

Denominator Inclusions

Expected number of CAUTIs is calculated by multiplying the number of
urinary catheter days for each location under surveillance for CAUTI
during the period by the CAUTI rate for the same types of locations
obtained from the standard population. These expected numbers are
summed across locations and used as the denominator of this measure

Denominator Exclusions

Non-indwelling catheters by NHSN definitions:
1.Suprapubic catheters

2.Condom catheters

3.“In and out” catheterizations

Denominator Size

e For ameasurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e Forameasurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For ameasurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Total number of observed healthcare-associated CAUTI among
inpatients in ICUs, SCAs, and other inpatient locations.
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Measure Title

IT-4.3 Catheter-Associated Urinary Tract Infection (CAUTI) Outcome
Measure

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

NICUs, Level | and Level Il nurseries.

Setting

Inpatient

Data Source

Electronic Clinical Data, Electronic Health Record, Electronic Laboratory
Data, Paper Medical Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
Note: Provider cannot change the location/facility in which the
denominator populations are to be measured.

IT-4.4: Surgical Site Infections (SSI) Rates

Measure Title

IT-4.4 Surgical Site Infection Rate

Description

Percentage of surgical site infections occurring within thirty days after
the operative procedure if no implant is left in place or with one year if
an implant is in place in patients who had an NHSN operative procedure
performed during a specified time period and the infection appears to
be related to the operative procedure.

NQF Number

0299

Measure Steward

National Healthcare Safety Network (Centers for Disease Control and
Prevention)

Link to measure citation

https://www.qualityforum.org/QPS/0299

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4

DY5

Achievement Level Baseline - 5% Baseline - 10%

modifications to Measure
Steward’s specification

Calculation *(performance gap) *(performance gap)
Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)
DSRIP-specific None

Denominator Description

Number of NHSN operative procedures performed during a specified
time period stratified by:

¢ Type of NHSN operative procedure

and

® NNIS SSI risk index:

Every patient having the selected procedure is assigned one (1) risk
point for each of the following three factors:
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Measure Title

IT-4.4 Surgical Site Infection Rate

o Surgical wound classification = clean contaminated or dirty

o American Society of Anesthesiologists (ASA) preoperative severity of
illness score =3, 4, or5

o Duration of operation >t hours, where t varies by type of NHSN
operative procedure and is the approximate 75th percentile of the
duration of the procedure rounded to the nearest whole number of
hours.

Note: For operative procedures performed using lapyroscopes and
endoscopes the use of a lapyroscope is an additional factor that
modifies the risk index.

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

Procedures not included under the Definition Of NHSN Operative
procedure and Superficial SSI.

Denominator Size

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Number of surgical site infections occurring within thirty days after the
operative procedure if no implant is left in place or with one year if an
implant is in place in patients who had an NHSN operative procedure
performed during a specified time period and the infection appears to
be related to the operative procedure. Infections are identified on
original admission or upon readmission to the facility of original
operative procedure within the relevant time frame (30 days for no
implants; within 1 year for implants).

Numerator Inclusions

Two types of CDC-defined SSls are included:

(1) A deep incisional SSI must meet the following criteria:

e Infection occurs within 30 days after the operative procedure if no
implant is left or within one year if implant is in place and the infection
appears to be related to the operative procedure

and

e involves deep soft tissues (e.g., fascial and muscle layers) of the
incision
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Measure Title

IT-4.4 Surgical Site Infection Rate

and

e patient has at least one of the following:

a) purulent drainage from the deep incision but not from the
organ/space component of the surgical site
b) a deep incision spontaneously dehisces or is deliberately
opened by a surgeon and is culture-positive or not cultured when
the patient has at least one of the following signs or symptoms:
fever (>38°C), or localized pain or tenderness. A culture-negative
finding does not meet this criterion.
c) an abscess or other evidence of infection involving the deep
incision is found on direct examination, during reoperation, or by
histopathologic or radiologic examination
d) diagnosis of a deep incisional SSI by a surgeon or attending
physician.

Note: There are two specific types of deep incisional SSls:

1) Deep Incisional Primary (DIP) — a deep incisional SSI that is
identified in a primary incision in a patient that has had an
operation with one or more incisions (e.g., C-section incision or
chest incision for CABG)

2) Deep Incisional Secondary (DIS) - a deep incisional SSI that is
identified in the secondary incision in a patient that has had an
operation with more than one incision (e.g., donor site [leg]
incision for CBGB)

(2) An organ/space SSI must meet the following criteria:

e Infection occurs within 30 days after the operative procedure if no
implant is left or within one year if implant is in place and the
infection appears to be related to the operative procedure, and

e infection involves any part of the body, excluding the skin incision,
fascia, or muscle layers, that is opened or manipulated during the
operative procedure, and

e patient has at least one of the following:

a). purulent drainage from a drain that is placed through a stab

wound into the organ/space

b). organisms isolated from an aseptically obtained culture of fluid or

tissue in the organ/space

c). anabscess or other evidence of infection involving the

organ/space that is found on direct examination, during
reoperation, or by histopathologic or radiologic examination

d) diagnosis of an organ/space SSI by a surgeon or attending

physician.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.
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Measure Title

IT-4.4 Surgical Site Infection Rate

Setting

Inpatient

Data Source

Paper Medical Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
Note: Provider cannot change the location/facility in which the
denominator populations are to be measured.

IT-4.5: Patient Fall Rate

Measure Title

IT-4.5 Patient Fall Rate

Description

All documented falls, with or without injury, experienced by patients on
eligible unit types.
Measure contains two rates reported as:

Rate 1: Total Falls per 1,000 Patient Days, and
Rate 2: Unassisted Falls per 1000 Patient Days.

NQF Number

0141

Measure Steward

American Nurses Association

Link to measure citation

http://www.qualityforum.org/QPS/0141

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)

DY4 DY5

Baseline - 10%
*(performance gap)

Baseline - 5%
*(performance gap)

Achievement Level
Calculation

Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)

DSRIP-specific
modifications to Measure
Steward’s specification

e Specified annual measurement period

Denominator Description

Patient days by hospital unit

Denominator Inclusions

e Inpatients, short stay patients, observation patients, and same day
surgery patients who receive care on eligible inpatient units for all
or part of a day on the following unit types:

o Adult critical care, step-down, medical, surgical, medical-
surgical combined, critical access, and adult rehabilitation
units.

o Patients of any age on an eligible reporting unit are included
in the patient day count.

Denominator Exclusions

Other unit types (e.g., pediatric, psychiatric, obstetrical, etc.)
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Measure Title

IT-4.5 Patient Fall Rate

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Rate #1 (Total Falls): Total number of patient falls (with or without injury
to the patient and whether or not assisted by a staff member) by
hospital unit during the measurement period

Rate #2 (Total Unassisted Falls): Total number of patient falls (with or
without injury to the patient) that were not not assisted by a staff
member by hospital unit during the measurement period

Numerator Inclusions

Target population is adult acute care inpatient and adult rehabilitation
patients. Eligible unit types include adult critical care, adult step-down,
adult medical, adult surgical, adult medical-surgical combined, critical
access, adult rehabilitation in-patient.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Inpatient

Data Source

Administrative/Clinical data sources.

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
Note: Provider cannot change the location/facility in which the
denominator populations are to be measured.

IT-4.6: Incidence of Potentially Preventable Venous Thromboembolism

(VTE)
Measure Title Incidence of Potentially Preventable Venous Thromboembolism
Description Assesses the number of patients with confirmed venous thromboembolism
(VTE) during hospitalization (not present at admission) who did not receive VTE
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Measure Title

Incidence of Potentially Preventable Venous Thromboembolism

prophylaxis between hospital admission and the day before the VTE diagnostic
testing order date.

NQF Number

0376

Measure Steward

The Joint Commission

Link to measure
citation

http://www.qualityforum.org/QPS/0376

http://www.qualitymeasures.ahrg.gov/popups/printView.aspx?id=35547

Specifications Manual:
http://www.jointcommission.org/assets/1/6/NHQM v4 3a PDF 10 2 2013.zip

Measure type

Stand-Alone (SA)

Measure status

P4P

DSRIP-specific
modifications to
Measure
Steward’s
specification

None

Denominator
Description

Patients who developed confirmed VTE during hospitalization. The target
population includes patients discharged with an ICD-9-CM Secondary Diagnosis
Codes for VTE as defined in Table 7.03 or Table 7.04.

Refer to Specifications Manual hyperlink above for detailed tables.

Denominator
Inclusions

e Patients who developed confirmed venous thromboembolism (VTE)
during hospitalization

e Include discharges with an International Classification of Diseases, Ninth
Revisions, Clinical Modification (ICD-9-CM) Other Diagnosis Codes of
VTE

Refer to Specifications Manual hyperlink above for detailed tables.

Denominator
Exclusions

e Patients less than 18 years of age

e Patients who have a length of stay greater than 120 days

e Patients with Comfort Measures Only documented
Patients enrolled in clinical trials

e Patients with ICD-9-CM Principal Diagnosis Code of VTE as defined in
Appendix A, Table 7.03 or 7.04

e Patients with VTE Present at Admission
Patients with reasons for not administering mechanical and
pharmacologic prophylaxis

e Patients without VTE confirmed by diagnostic testing

Refer to Specifications Manual hyperlink above for detailed tables.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-month
measurement period (15 cases for a 6-month measurement period)
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Measure Title

Incidence of Potentially Preventable Venous Thromboembolism

e For ameasurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report on all
cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for providers
using an electronic health record) or a random sample of not less than
76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all cases
(preferred, particularly for providers using an electronic health record)
or a random sample of cases that is not less than 20% of all cases;
however, providers may cap the total sample size at 300 cases.

Numerator Patients who received no VTE prophylaxis prior to the VTE diagnostic
Description test order date

Numerator The Measure Steward does not identify specific numerator inclusions beyond
Inclusions what is described in the numerator description.

Numerator The Measure Steward does not identify specific numerator exclusions beyond
Exclusions what is described in the numerator description.

Setting Inpatient

Data Source

e Administrative claims
e Clinical | Records

Denominator Sub-
set Definition
(Optional)

Providers have the option to further narrow the denominator population for this
measure across one or more of the following domains. If providers wish to use
this option, they must indicate their preference to HHSC through the measure
selection process.

Payer: Providers may define the denominator population such that it is limited
to one of the following options:

1. Medicaid

2. Uninsured/Indigent

3. Both: Medicaid and Uninsured/Indigent

Gender: Providers may define the denominator population such that it is limited
to one of the following options:

1. Male

2. Female

Ethnicity: Providers may define the denominator population such that it is
limited to one of the following options:
1. White/Caucasian
Black/African American
Latino/Hispanic
Asian
American Indian/Alaskan Native
Native Hawaiian/Other Pacific Islander

ouhswWwN
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Measure Title

Incidence of Potentially Preventable Venous Thromboembolism

Age: Providers may define the denominator population such that it is limited to

an age range:

Lower Bound:

(Provider defined)

Upper Bound: (Provider defined)

Comorbid Condition: Providers may define the denominator population such
that it is limited to individuals with one or more comorbid conditions:

Setting/Location: Providers may define the denominator population such that it
is limited to individuals receiving services in a specific setting or service delivery

location(s).

Service Setting/Delivery Location(s):

(Provider defined)

Demonstration
Years

DY3
10/01/13 -09/30/14

DY4
10/01/14 -09/30/15

DY5
10/01/15 -09/30/16

Measurement
Periods

(Note: For P4P
measures, DY3
Measurement
Period is
equivalent to the
Baseline Period for
purposes of
measuring
improvement.)

Providers must report
data for one of the
following DY, SFY, or CY
time periods:

12 Month Period:

1. 10/01/13-
09/30/14, or
2. 09/01/13 -
08/31/14, or
3. 01/01/13 -
12/31/13, or
4, 10/01/12 -
09/30/13, or
5. 09/01/12 -
08/31/13
6 Month Period:
1. 04/01/14 -
09/30/14, or
2. 03/01/13-
08/31/14, or
3. 01/01/13-
06/30/13, or
4. 07/01/13 -
12/31/13

Other: Providers
specify/propose an
alternative 6 or 12
month time period to be
reviewed and approved
by HHSC.

Providers must report
data across a 12-month
time period that meets

the following parameters:

1. Start date: The start
date for the reporting
period must occur after
the provider’s DY3
Measurement Period.

2. End date: The end date
for the reporting period
must occur on or before
09/30/15.

Providers must report
data across a 12-
month time period
that meets the
following parameters:
1. Start date: The start
date for the reporting
period must occur
after the provider’s
DY4 Measurement
Period.

2. End date: The end
date for the reporting
period must occur on
or before 09/30/16.
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Measure Title

Incidence of Potentially Preventable Venous Thromboembolism

Reporting 10/31/2014 4/30/2015 4/30/2016
Opportunities to 10/31/2015 10/31/2016
HHSC

Pay for Not Applicable Improvement Over Self Improvement Over Self
Performance

Target

Methodology

IT-4.7: Pressure Ulcer Rate

Measure Title

IT-4.7 Pressure Ulcer Rate

Description Stage Ill or IV pressure ulcers (secondary diagnosis) per 1,000 discharges
among patients ages 18 years and older.
NQF Number Not applicable

Measure Steward

Agency for Healthcare Research and Quality (AHRQ) Quality Indicator

Link to measure citation

http://www.qualitymeasures.ahrg.gov/content.aspx?id=38513&search=
pressure+ulcer

http://qualityindicators.ahrg.gov/Downloads/Modules/PSI/V45/TechSpe
cs/PS1%2003%20Pressure%20Ulcer%20Rate.pdf

Specifications Manual:
http://www.jointcommission.org/assets/1/6/NHQM v4 3a PDF 10 2
2013.zip

Measure type

Stand-Alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4

DY5

Achievement Level Baseline - 5% Baseline - 10%

Calculation *(performance gap) *(performance gap)
Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)
DSRIP-specific None

modifications to Measure
Steward’s specification

Denominator Description

Surgical and medical discharges, for patients ages 18 years and older.

Denominator Inclusions

Surgical and medical discharges are defined by specific DRG or MS-DRG
codes.

Refer to Specifications Manual hyperlink above for detailed tables.
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Measure Title

IT-4.7 Pressure Ulcer Rate

Denominator Exclusions

Exclude cases:

e With length of stay of less than 5 days

e With a principal ICD-9-CM diagnosis code for pressure ulcer

e With any secondary ICD-9-CM diagnosis codes for pressure ulcer
present on admission and any secondary ICD-9-CM diagnosis
codes for pressure ulcer stage Ill or IV (or unstageable) present
on admission

e With any-listed ICD-9-CM diagnosis codes for hemiplegia,
paraplegia, or quadriplegia

e With any-listed ICD-9-CM diagnosis codes for spina bifida or
anoxic brain damage

e With any-listed ICD-9-CM procedure codes for debridement or
pedicle graft before or on the same day as the major operating
room procedure (surgical cases only)

e With any-listed ICD-9-CM procedure codes for debridement or
pedicle graft as the only major operating room procedure
(surgical cases only)

e Transfer from a hospital (different facility)

e Transfer from a Skilled Nursing Facility (SNF) or Intermediate
Care Facility (ICF)

e Transfer from another health care facility

e MDC 9 (skin, subcutaneous tissue, and breast)

e MDC 14 (pregnancy, childbirth, and puerperium)

e With missing gender (SEX=missing), age (AGE=missing), quarter
(DQTR=missing), year (YEAR=missing), or principal diagnosis
(DX1=missing)

Refer to Specifications Manual hyperlink above for detailed tables.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.
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Measure Title

IT-4.7 Pressure Ulcer Rate

Numerator Description

Discharges, among cases meeting the inclusion and exclusion rules for
the denominator, with any secondary ICD-9-CM diagnosis codes for
pressure ulcer and any secondary ICD-9-CM diagnosis codes for pressure
ulcer stage Ill or IV (or unstageable).

Numerator Inclusions

Refer to the hyperlink above to access the Specifications Manual for
specific ICD-9-CM codes.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Inpatient

Data Source

Administrative/Clinical data sources

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
Note: Provider cannot change the location/facility in which the
denominator populations are to be measured.

IT-4.8: Sepsis Mortality

Measure Title

IT-4.8 Sepsis Mortality Rate

Description In-hospital deaths per 1,000 hospital discharges with Sepsis or septic
shock as a principal diagnosis for patients ages 18 years and older.
Excludes obstetric discharges and transfers to another hospital.

NQF Number 231

Measure Steward

Agency for Healthcare Research and Quality

Link to measure citation

https://www.qualityforum.org/QPS/0231

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to Measure
Steward’s specification

The Measure Steward’s specification has been modified as follows:
e Replaced pneumonia criteria with Sepsis diagnosis

Denominator Description

Discharges, for patients ages 18 years and older, with a principal ICD-9-
CM diagnosis code for Sepsis or septic shock.

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

Excludes obstetric discharges and transfers to another hospital.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)
e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.
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Measure Title

IT-4.8 Sepsis Mortality Rate

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Number of deaths (DISP=20) among cases meeting the inclusion and
exclusion rules for the denominator.

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Inpatient

Data Source

Administrative/Clinical data sources

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-4.10: Severe Sepsis and Septic Shock: Management Bundle

Measure Title

IT-4.10 Severe Sepsis and Septic Shock: Management Bundle

Description Patients aged 18 years and older who present with symptoms of severe
sepsis or septic shock. These patients will be eligible for the 3 hour
(severe sepsis) and/or 6 hour (septic shock) early management bundle.
NQF Number 0500

Measure Steward

Henry Ford Hospital

Link to measure citation

http://www.qualityforum.org/QPS/0500

http://www.survivingsepsis.org/Bundles/Pages/default.aspx

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)

DY4 DY5

Baseline + 10%
*(performance gap)

Baseline + 5%
*(performance gap)

Achievement Level
Calculation

Baseline + 5% *(0% — | Baseline + 10% *(0%

Baseline rate) — Baseline rate)

DSRIP-specific
modifications to Measure
Steward’s specification

Modification of management component F to align with recommended
revisions to specifications.
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Measure Title

IT-4.10 Severe Sepsis and Septic Shock: Management Bundle

Denominator Description

Number of patients presenting with severe sepsis or septic shock.

Denominator Inclusions

There are no additional numerator/denominator inclusions/exclusions
specified by the Measure Steward.

Denominator Exclusions

A) Patients with advanced directives for comfort care are excluded.

B) Clinical conditions that preclude total measure completion should be
excluded (e.g. mortality within the first 6 hours of presentation).

C) Patients for whom a central line is clinically contraindicated (e.g.
coagulopathy that cannot be corrected, inadequate internal jugular or
subclavian central venous access due to repeated cannulations).

D) Patients for whom a central line was attempted but could not be
successfully inserted.

E) Patient or surrogate decision maker declined or is unwilling to consent
to such therapies or central line placement.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e Forameasurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Patients from the denominator who received all the following: A, B, C,
and D within 3 hours of time of presentationT,

AND,

IF septic shock is present (as either defined as hypotension* or lactate
>=4 mmol/L) who also received E, ,F and G within 6 hours of time of
presentation

To be completed within 3 hours:

A. measure lactate level

B. obtain blood cultures prior to antibiotics

C. administer broad spectrum antibiotics

D. administer 30 ml/kg crystalloid (bolus) for hypotension or lactate >=4
mmol/L

To be completed within 6 hours (or if septic shock is present):
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Measure Title

IT-4.10 Severe Sepsis and Septic Shock: Management Bundle

E. apply vasopressors (for hypotension that does not respond to initial
fluid resuscitation to maintain a mean arterial pressure >= 65)

F. In the event of persistent arterial hypotension despite volume
resuscitation (septic shock) or initial lactate >=4 mmol/L (36 mg/dl) the
resuscitation is objectively monitored using a method such as lactate
clearance, ScvO2 monitoring or CVP monitoring

G. re-measure lactate if initial lactate is elevated

Numerator Inclusions

T "time of presentation” is defined as the time of triage in the
Emergency Department or, if presenting from another care venue, from
the earliest chart annotation consistent with all elements severe sepsis
or septic shock ascertained through chart review.

* “hypotension” is defined as systolic blood pressure (SBP) <90 mm Hg
or mean arterial pressure (MAP) <70 mm Hg or a SBP decrease >40 mm
Hg or <2 SD below normal for age or known baseline.

Numerator Exclusions

There are no additional numerator/denominator inclusions/exclusions
specified by the Measure Steward.

Setting

Inpatient

Data Source

Electronic Health Record, Registry, Clinical laboratory data

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-4.11: Case-Mix-Adjusted Inpatient Hospital Average Length of Stay

Measure Title

IT-4.11 Risk-Adjusted Average Length of Inpatient Hospital Stay

Description

Percentage of inpatient & outpatients with excessive in-hospital days

NQF Number

0327

Measure Steward

Premier, Inc.

Link to measure citation

https://www.qualityforum.org/QPS/0327

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)

DY4 DY5

Achievement Level Baseline - 5% Baseline - 10%

Calculation *(performance gap) *(performance gap)
Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)
DSRIP-specific None

modifications to
Measure Steward’s
specification

Denominator
Description

Patients admitted to a hospital
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Measure Title

IT-4.11 Risk-Adjusted Average Length of Inpatient Hospital Stay

Denominator Inclusions

Patient population can be aggregated as any grouping of patients (e.g., by
hospital, physician, diagnosis code, procedure, DRG, etc.)

Denominator Exclusions

The only exclusions are those limited by the parameters set for a specific
population and are not limited by diagnosis.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample size
at 300 cases.

Numerator Description

Number of excess in-hospital days in a given inpatient population

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Inpatient

Data Source

Administrative/Clinical data sources

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-4.13: Initial Assessment and Discharge Instructions - LEP Patients

Measure Title

IT-4.13 Percent of limited English-proficient (LEP) patients receiving both
initial assessment and discharge instructions by trained interpreters

Description Percentage of limited English-proficient (LEP) patients receiving both
initial assessment and discharge instructions supported by assessed and
trained interpreters or from bilingual providers and bilingual
workers/employees assessed for language proficiency.

NQF Number 1821

Measure Steward

George Washington University
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Measure Title

IT-4.13 Percent of limited English-proficient (LEP) patients receiving both
initial assessment and discharge instructions by trained interpreters

Link to measure citation

http://www.qualitymeasures.ahrg.gov/content.aspx?id=27296&search=a
ssessment+and+discharge+lep

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay-for-Reporting: Prior Authorization

DSRIP-specific
modifications to Measure
Steward’s specification

Removed specification that denominator should be stratified by language.

Denominator Description

Total number of patients that stated a preference to receive their spoken
health care in a language other than English

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

All patients indicating or stating a preference to receive spoken health
care in English

Patients who leave without being seen.

Patients who leave against medical advice prior to the initial assessment.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

The number of limited English-proficient (LEP) patients with
documentation they received the initial assessment and discharge
instructions supported by trained and assessed interpreters, or from
bilingual providers and bilingual workers/employees assessed for
language proficiency

Numerator Inclusions

The determination of "qualified (assessed and trained) is consistent with
guidance provided by The Joint Commission, The Office of Minority Health
CLAS standards; and the Office of Civil Rights.

Citations: The Joint Commission (2011), Patient-Centered Communication
Standards for Hospitals, Standard HR.01.02.01; available at
http:www.jointcommission.org/Advancing_Effective Communication/
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Measure Title

IT-4.13 Percent of limited English-proficient (LEP) patients receiving both
initial assessment and discharge instructions by trained interpreters

65 Fed. Reg. 80865 (Dec. 22, 2000) (Department of Health and Human
Services: National Standards on Culturally and Linguistically Appropriate
Services (CLAS) in Health Care); available at http://www.omhrc.gov/clas

65 Fed. Reg. 52762 (Aug. 30, 2000) (Office for Civil Rights: Policy Guidance
on the Prohibition Against National Origin Discrimination as it Affects
Persons with Limited English Proficiency); available at
http://www.hhs.gov/ocr/lep/preamble.html

Numerator Exclusions

The Measure Steward identifies four numerator exclusions:

e Patients receiving initial assessment and/or discharge instructions
supported by interpreters who have not met the organization's
training and assessment requirements.

e Patients receiving initial assessment and/or discharge instructions
from a bilingual provider or bilingual worker/employee who has
not met the organization's training and assessment requirements.

e Patients receiving initial assessment and/or discharge instructions
supported by family or friends.

e There is no documentation indicating provision of qualified
language services provided at initial assessment and/or discharge
instructions.

Setting

Inpatient

Data Source

Administrative claims data, paper medical record

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-4.14: Intensive Care: In-hospital Mortality Rate

Measure Title

IT-4.14 Intensive Care: In-hospital mortality rate

Description For all adult patients admitted to the intensive care unit (ICU), the
percentage of patients whose hospital outcome is death; both observed
and risk-adjusted mortality rates are reported with predicted rates
based on the Intensive Care Outcomes Model - Mortality (ICOMmort).

NQF Number 0703

Measure Steward

Philip R. Lee Institute for Health Policy Studies

Link to measure citation

http://www.qualityforum.org/QPS/0703

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)

DY4 DY5

Baseline - 5% Baseline - 10%
*(performance gap) *(performance gap)

Achievement Level
Calculation

9/18/2014

170



http://www.qualityforum.org/QPS/0703

Measure Title

IT-4.14 Intensive Care: In-hospital mortality rate

Baseline - 5% *(0% —
Baseline rate)

Baseline - 10% *(0% —
Baseline rate)

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Total number of eligible patients who are discharged (including deaths
and transfers) from the intensive care unit (ICU).

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

<18 years of age at time of ICU admission, ICU readmission, <4 hours in
ICU, primary admission due to trauma, burns, or immediately post-
CABG, admitted to exclude myocardial infarction (Ml) and subsequently
found without Ml or any other acute process requiring ICU care,
transfers from another acute care hospital

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Total number of eligible patients whose hospital outcome is death

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Inpatient

Data Source

Electronic Clinical Data: Electronic Health Record, Electronic Clinical
Data: Laboratory, Paper Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
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IT-4.15: Venous Thromboembolism (VTE) Prophylaxis Bundle

Measure Title

Venous Thromboembolism Prophylaxis Bundle

Description

VTE- 1: This measure assesses the number of patients who
received VTE prophylaxis or have documentation why no venous
thromboembolism (VTE) prophylaxis was given the day of or the
day after hospital admission or surgery end date for surgeries that
start the day of or the day after hospital admission.

VTE-2: This measure assesses the number of patients who received
venous thromboembolism (VTE) prophylaxis or have
documentation why no VTE prophylaxis was given the day of or
the day after the initial admission (or transfer) to the Intensive
Care Unit (ICU) or surgery end date for surgeries that start the day
of or the day after ICU admission (or transfer).

VTE-3: This measure assesses the number of patients diagnosed
with confirmed venous thromboembolism (VTE) who received an
overlap of Parenteral (intravenous [IV] or subcutaneous [subcu])
anticoagulation and warfarin therapy. For patients who received
less than five days of overlap therapy, they should be discharged
on both medications and have a Reason for Discontinuation of
Overlap Therapy. Overlap therapy should be administered for at
least five days with an international normalized ratio (INR) greater
than or equal to 2 prior to discontinuation of the parenteral
anticoagulation therapy, or INR less than 2 but discharged on both
medications or have a Reason for Discontinuation of Overlap
Therapy.

VTE-4: This measure assesses the number of patients diagnosed
with confirmed venous thromboembolism (VTE) who received
intravenous (IV) unfractionated heparin (UFH) therapy dosages
AND had their platelet counts monitored using defined parameters
such as a nomogram or protocol.

VTE-5: This measure assesses the number of patients diagnosed
with confirmed venous thromboembolism (VTE)that are
discharged to home, home care, court/law enforcement or home
on hospice care on warfarin with written discharge instructions
that address all four criteria: compliance issues, dietary advice,
follow-up monitoring, and information about the potential for
adverse drug reactions/interactions.

VTE-6: This measure assesses the number of patients diagnosed
with confirmed venous thromboembolism (VTE) during
hospitalization (not present at admission) who did not receive VTE
prophylaxis between hospital admission and the day before the
VTE diagnostic testing order date.

NQF Number

VTE-1: 0371
VTE-2: 0372
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Measure Title

Venous Thromboembolism Prophylaxis Bundle

Measure Steward

Link to measure citation

VTE-3: 0373
VTE-4: 0374
VTE- 5: 0375
VTE-6: 0376
The Joint Commission
VTE-1:
o http://www.qualityforum.org/QPS/0371
o http://www.qualitymeasures.ahrg.gov/popups/printView.
aspx?id=35542
VTE-2:
o http://www.qualityforum.org/QPS/0372
o http://www.qualitymeasures.ahrg.gov/popups/printView.
aspx?id=35543
VTE-3:
o http://www.qualityforum.org/QPS/0373
o http://www.qualitymeasures.ahrg.gov/popups/printView.
aspx?id=35544
VTE-4:
o http://www.qualityforum.org/QPS/0374
o http://www.qualitymeasures.ahrg.gov/popups/printView.
aspx?id=35545
VTE-5:
o http://www.qualityforum.org/QPS/0375
o http://www.qualitymeasures.ahrg.gov/popups/printView.
aspx?id=35546
VTE-6:
o http://www.qualityforum.org/QPS/0376
o http://www.qualitymeasures.ahrg.gov/popups/printView.

aspx?id=35547

Specifications Manual:
http://www.jointcommission.org/assets/1/6/NHQM v4 3a PDF

10 2 2013.zi

Measure type

Stand-Alone (SA)

Measure status

P4P

*Use of this measure requires reporting on each of the six components of
the bundle as described.

DSRIP-specific
modifications to Measure
Steward’s specification

The Measure Steward’s specification has been modified as follows:
Created as a bundle to reflect clinical practice as it relates to VTE
prophylaxis

Denominator Description

VTE-1: All patients

VTE-2: Patients directly admitted or transferred to intensive care
unit (ICU)

VTE-3: Patients with confirmed venous thromboembolism
(VTE)who received warfarin.
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http://www.qualityforum.org/QPS/0372
http://www.qualitymeasures.ahrq.gov/popups/printView.aspx?id=35543
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http://www.qualitymeasures.ahrq.gov/popups/printView.aspx?id=35547
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http://www.jointcommission.org/assets/1/6/NHQM_v4_3a_PDF_10_2_2013.zip
http://www.jointcommission.org/assets/1/6/NHQM_v4_3a_PDF_10_2_2013.zip

Measure Title

Venous Thromboembolism Prophylaxis Bundle

VTE-4: Patients with confirmed venous thromboembolism
(VTE)receiving intravenous (IV) unfractionated heparin (UFH)
therapy.

VTE-5: Patients with confirmed venous thromboembolism (VTE)
discharged on warfarin therapy

VTE-6: Patients who developed confirmed venous
thromboembolism (VTE) during hospitalization. Discharges with
an ICD-9-CM Other Diagnosis Codes of VTE as defined in Appendix
A, Table 7.03 or 7.04.

Refer to Specifications Manual hyperlink above for detailed tables.

Denominator Inclusions

VTE-1: The Measure Steward does not identify specific
denominator inclusions beyond what is described in the numerator
description

VTE-2: The Measure Steward does not identify specific
denominator inclusions beyond what is described in the numerator
description

VTE-3:

o Patients with confirmed venous thromboembolism (VTE)
who received warfarin.

o Discharges with an ICD-9-CM Principal or Other
Diagnosis Codes of venous thromboembolism (VTE) as
defined in Appendix A, Table 7.03 or 7.04

VTE-4:

o Patients with confirmed venous thromboembolism (VTE)
receiving intravenous (1V) unfractionated heparin (UFH)
therapy

o ICD-9-CM Principal or Other Diagnosis Codes of venous
thromboembolism (VTE) as defined in Appendix A, Table
7.030r7.04

VTE-5: Patients with confirmed venous thromboembolism (VTE)
discharged on warfarin therapy

o Discharges with an ICD-9-CM Principal or Other Diagnosis
Codes of venous thromboembolism (VTE) as defined in
Appendix A, Table 7.03 or 7.04

o Discharged to home, home care or court/law enforcement

o Discharged to home for hospice care

o Patients who developed confirmed venous
thromboembolism (VTE) during hospitalization

o Discharges with an ICD-9-CM Other Diagnosis Codes of
venous thromboembolism (VTE) as defined in Appendix A,
Table 7.03 or 7.04

Refer to Specifications Manual hyperlink above for detailed tables.
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Measure Title

Venous Thromboembolism Prophylaxis Bundle

Denominator Exclusions

e VTE-1:

O
O

Patients less than 18 years of age

Patients who have a length of stay (LOS) less than two days
and greater than 120 days

Patients with Comfort Measures Only (as defined in the
Data Dictionary) documented on day of or day after
hospital arrival

Patients enrolled in clinical trials

Patients who are direct admits to intensive care unit (ICU),
or transferred to ICU the day of or the day after hospital
admission with ICU LOS greater than or equal to one day
Patients with International Classification of Diseases, Ninth
Revision, Clinical Modification (ICD-9-CM) Principal
Diagnosis Code of Mental Disorders or Stroke (as defined
in the appendices of the original measure documentation)
Patients with ICD-9-CM Principal or Other Diagnosis Codes
of Obstetrics or venous thromboembolism (VTE) (as
defined in the appendices of the original measure
documentation)

Patients with ICD-9-CM Principal Procedure Code of
Surgical Care Improvement Project (SCIP) VTE selected
surgeries (as defined in the appendices of the original
measure documentation)

Patients less than 18 years of age

Patients who have a hospital length of stay (LOS) less than
two days and greater than 120 days

Patients with Comfort Measures Only documented on day
of or day after hospital arrival

Patients enrolled in clinical trials

Patients with intensive care unit (ICU) LOS less than one
day without venous thromboembolism prophylaxis
administered and documentation for no venous
thromboembolism prophylaxis

Patients with ICD-9-CM Principal or Other Diagnosis Code
of Obstetrics or venous thromboembolism as defined in
Appendix A, Table 7.02, 7.03, or 7.04

Patients with ICD-9-CM Principal Procedure Code of
Surgical Care Improvement Project (SCIP) venous
thromboembolism selected surgeries as defined in
Appendix A, Tables 5.17, 5.19, 5.20, 5.21, 5.22, 5.23,5.24
that start the day of or the day after ICU admission or
transfer

Patients less than 18 years of age
Patients who have a length of stay greater than 120 days
Patients with Comfort Measures Only documented
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Measure Title

Venous Thromboembolism Prophylaxis Bundle

O O O O O

Patients enrolled in clinical trials

Patients discharged to a health care facility for hospice
care

Patients discharged to home for hospice care

Patients who expired

Patients who left against medical advice

Patients discharged to another hospital

Patients without warfarin therapy during hospitalization
Patients without venous thromboembolism (VTE)
confirmed by diagnostic testing

Patients less than 18 years of age

Patients who have a length of stay greater than 120 days
Patients with Comfort Measures Only documented
Patients enrolled in clinical trials

Patients discharged to a health care facility for hospice
care

Patients discharged to home for hospice care

Patients who expired

Patients who left against medical advice

Patients discharged to another hospital

Patients without unfractionated heparin (UFH) Therapy
Administration

Patients without venous thromboembolism (VTE)
confirmed by diagnostic testing

Patients less than 18 years of age

Patients who have a length of stay greater than 120 days
Patients enrolled in clinical trials

Patients without Warfarin Prescribed at Discharge
Patients without venous thromboembolism
(VTE)confirmed by diagnostic testing

Patients less than 18 years of age

Patients who have a length of stay greater than 120 days
Patients with Comfort Measures Only documented
Patients enrolled in clinical trials

Patients with ICD-9-CM Principal Diagnosis Code of VTE as
defined in Appendix A, Table 7.03 or 7.04

Patients with venous thromboembolism (VTE) Present at
Admission

Patients with reasons for not administering mechanical
and pharmacologic prophylaxis

Patients without venous thromboembolism (VTE)
confirmed by diagnostic testing
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Measure Title

Venous Thromboembolism Prophylaxis Bundle

Refer to Specifications Manual hyperlink above for detailed tables and the
Data Dictionary.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement period)

For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report
on all cases. No sampling is allowed.

For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample of
not less than 76 cases.

For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample size
at 300 cases.

Numerator Description

VTE-1: Patients who received venous thromboembolism
prophylaxis or have documentation why no venous
thromboembolism prophylaxis was given:

o the day of or the day after hospital admission

o the day of or the day after surgery end date for surgeries
that start the day of or the day after hospital admission

VTE-2: Patients who received venous thromboembolism
prophylaxis, or have documentation why no VTE prophylaxis was
given:

o the day of or the day after intensive care unit (ICU)
admission (or transfer)

o the day of or the day after surgery end date for surgeries
that start the day of or the day after ICU admission (or
transfer)

VTE-3: Patients who received overlap therapy

VTE-4: Patients who have their intravenous (IV) unfractionated
heparin (UFH) therapy dosages AND platelet counts monitored
according to defined parameters such as a nomogram or protocol.
VTE-5: Patients with documentation that they or their caregivers
were given written discharge instructions or other educational
material about warfarin that addressed all of the following:

1. compliance issues

2. dietary advice

3. follow-up monitoring

4. potential for adverse drug reactions and interactions

VTE-6: Patients who received no venous thromboembolism (VTE)
prophylaxis prior to the VTE diagnostic test order date.
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Measure Title

Venous Thromboembolism Prophylaxis Bundle

Numerator Inclusions

e VTE-1: The Measure Steward does not identify specific numerator
exclusions beyond what is described in the numerator description.
e VTE-2: The Measure Steward does not identify specific numerator
exclusions beyond what is described in the numerator description.
e VTE-3: Patients who received warfarin and parenteral
anticoagulation:
o Five or more days, with an international normalized ratio
(INR) greater than or equal to 2 prior to discontinuation of
parenteral therapy OR
o Five or more days, with an INR less than 2 and discharged
on overlap therapy OR
o Less than five days and discharged on overlap therapy OR
o With documentation of reason for discontinuation of
parenteral therapy OR
o  With documentation of a reason for no overlap therapy
e VTE-4: The Measure Steward does not identify specific numerator
exclusions beyond what is described in the numerator description.
e VTE-5: The Measure Steward does not identify specific numerator
exclusions beyond what is described in the numerator description.
e VTE-6: The Measure Steward does not identify specific numerator
exclusions beyond what is described in the numerator description.

Numerator Exclusions

e VTE-1: The Measure Steward does not identify specific numerator
exclusions beyond what is described in the numerator description.
e VTE-2: The Measure Steward does not identify specific numerator
exclusions beyond what is described in the numerator description.
e VTE-3: The Measure Steward does not identify specific numerator
exclusions beyond what is described in the numerator description.
e VTE-4: The Measure Steward does not identify specific numerator
exclusions beyond what is described in the numerator description.
e VTE-5: The Measure Steward does not identify specific numerator
exclusions beyond what is described in the numerator description.
e VTE-6: The Measure Steward does not identify specific numerator
exclusions beyond what is described in the numerator description.

Setting

Inpatient

Data Source

Administrative/Clinical data sources

Denominator Sub-set
Definition (Optional)

Providers have the option to further narrow the denominator population
for this measure across one or more of the following domains. If providers
wish to use this option, they must indicate their preference to HHSC
through the measure selection process.
Payer: Providers may define the denominator population such that it is
limited to one of the following options:

4. Medicaid

5. Uninsured/Indigent

6. Both: Medicaid and Uninsured/Indigent
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Measure Title

Venous Thromboembolism Prophylaxis Bundle

Gender: Providers may define the denominator population such that it is
limited to one of the following options:

3. Male

4. Female

Ethnicity: Providers may define the denominator population such that it is
limited to one of the following options:

7. White/Caucasian

8. Black/African American

9. Latino/Hispanic

10. Asian

11. American Indian/Alaskan Native

12. Native Hawaiian/Other Pacific Islander

Age: Providers may define the denominator population such that it is
limited to an age range:

Lower Bound: __ (Provider defined)

Upper Bound: ___ (Provider defined)

Comorbid Condition: Providers may define the denominator population
such that it is limited to individuals with one or more comorbid conditions:
Comorbid condition: (Provider defined)

Setting/Location: Providers may define the denominator population such
that it is limited to individuals receiving services in a specific setting or
service delivery location(s).

Service Setting/Delivery Location(s): (Provider
defined)
Demonstration Years DY3 DY4 DY5

10/01/13-09/30/14 | 10/01/14 -09/30/15 10/01/15-09/30/16

Measurement Periods

(Note: For P4P measures,
DY3 Measurement Period
is equivalent to the
Baseline Period for
purposes of measuring
improvement.)

Providers must report
data for one of the
following DY, SFY, or
CY time periods:

12 Month Period:

Providers must report
data across a 12-
month time period
that meets the
following parameters:

Providers must report
data across a 12-month
time period that meets
the following
parameters:

6. 10/01/13 - 1. Start date: The start | 1. Start date: The start
09/30/14, or date for the reporting | date for the reporting

7. 09/01/13 - period must occur period must occur after
08/31/14, or after the provider’s the provider’s DY4

8. 01/01/13- DY3 Measurement Measurement Period.
12/31/13, or Period. 2. End date: The end

9. 10/01/12- 2. End date: The end date for the reporting

09/30/13, or date for the reporting | period must occur on

9/18/2014

10. 09/01/12 - period must occur on | or before 09/30/16.
08/31/13 or before 09/30/15.
6 Month Period:
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Measure Title

Venous Thromboembolism Prophylaxis Bundle

5. 04/01/14 -
09/30/14, or
6. 03/01/13 -
08/31/14, or
7. 01/01/13 -
06/30/13, or
8. 07/01/13 -
12/31/13

Other: Providers
specify/propose an
alternative 6 or 12
month time period to
be reviewed and
approved by HHSC.

Reporting Opportunities
to HHSC

10/31/2014

4/30/2015
10/31/2015

4/30/2016
10/31/2016

Pay for Performance
Target Methodology

Not Applicable

Improvement Over
Self

Improvement Over Self

IT-4.17: Stroke - Thrombolytic Therapy

Measure Title

IT-4.17 Stroke - Thrombolytic Therapy

Description This measure captures the proportion of acute ischemic stroke patients
who arrive at this hospital within 2 hours of time last known well for
whom IV t-PA was initiated at this hospital within 3 hours of time last
known well.

NQF Number 0437

Measure Steward

The Joint Commission

Link to measure citation

http://www.qualityforum.org/QPS/0437

http://www.qualitymeasures.ahrg.gov/content.aspx?id=46476

Measure type

Non-Stand Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)

DY4

DY5

Achievement Level
Calculation

Baseline + 5%
*(performance gap)

Baseline + 5% *(100%
— Baseline rate)

Baseline + 10%
*(performance gap)

Baseline + 10%
*(100% — Baseline
rate)
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Measure Title

IT-4.17 Stroke - Thrombolytic Therapy

DSRIP-specific modifications
to Measure Steward’s
specification

None

Denominator Description

Acute ischemic stroke patients whose time of arrival is within 2 hours
(greater than or equal to 120 minutes) of time last known well.

Denominator Inclusions

Discharges with an International Classification of Diseases, Ninth
Revision, Clinical Modification (ICD-9-CM) Principal Diagnosis Code for
ischemic stroke (as defined in the appendices of the original measure
documentation) whose time of arrival is within 2 hours (less than or
equal to 120 minutes) of time last known well.

Denominator Exclusions

e Patients less than 18 years of age

e Patients who have a Length of Stay greater than 120 days

e Patients enrolled in clinical trials related to stroke

e Patients admitted for Elective Carotid Intervention

e Time Last Known Well to arrival in the emergency department
greater than 2 hours

e Patients with a documented Reason For Not Initiating IV
Thrombolytic

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Acute ischemic stroke patients for whom IV thrombolytic therapy was
initiated at this hospital within 3 hours (less than or equal to 180
minutes) of time last known well.

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Inpatient

Data Source

Electronic Clinical Data: Electronic Health Record, Paper Medical Records

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
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IT-4.19: Screening, Risk-Assessment, and Plan of Care to Prevent Future

Falls

Measure Title

Screening, Risk-Assessment, and Plan of Care to Prevent Future Falls

Description

This is a clinical process measure that assesses falls prevention in older
adults. The measure has three component rates:

Rate #1: Screening for Future Fall Risk:
Percentage of patients aged 65 years of age and older who were screened
for future fall risk at least once within 12 months

Rate #2: Risk Assessment:
Percentage of patients aged 65 years of age and older with a history of
falls who had a risk assessment for falls completed within 12 months

Rate #3: Plan of Care for Falls:
Percentage of patients aged 65 years of age and older with a history of
falls who had a plan of care for falls documented within 12 months.

NQF Number

0101

Measure Steward

National Committee for Quality Assurance

Link to measure citation

http://www.qualityforum.org/QPS/0101

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)

DY4 DY5

Baseline + 10%
*(performance gap)

Baseline + 5%
*(performance gap)

Achievement Level
Calculation

Baseline + 5% *(100% Baseline + 10%
— Baseline rate) *(100% — Baseline
rate)

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Rate #1: All patients aged 65 years and older.

Rate 2 & 3: All patients aged 65 years and older with a history of falls
(history of falls is defined as 2 or more falls in the past year or any fall
with injury in the past year).

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

Patients who have documentation of medical reason(s) for not screening
for future fall risk, undergoing a risk-assessment or having a plan of care
(e.g., patient is not ambulatory) are considered exclusion to this measure.
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Measure Title

Screening, Risk-Assessment, and Plan of Care to Prevent Future Falls

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period For a measurement period where the
denominator size is less than or equal to 75, providers must report on all
cases. No sampling is allowed.

e For a measurement period where the denominator size is less
than or equal to 380 but greater than 75, providers must report
on all cases (preferred, particularly for providers using an
electronic health record) or a random sample of not less than 76
cases.

e For a measurement period where the denominator size is greater
than 380, providers must report on all cases (preferred,
particularly for providers using an electronic health record) or a
random sample of cases that is not less than 20% of all cases;
however, providers may cap the total sample size at 300 cases.

Numerator Description

This measure has three rates. The numerators for the three rates are as
follows:

Rate #1: Patients who were screened for future fall* risk** at last once
within 12 months

Rate #2: Patients at risk* of future fall** who had a multifactorial risk
assessment*** for falls completed within 12 months

Rate #3: Patients at risk* of future fall** with a plan of care**** for falls
prevention documented within 12 months.

Numerator Inclusions

*A fall is defined as a sudden, unintentional change in position causing an
individual to land at a lower level, on an object, the floor, or the ground,
other than as a consequence of a sudden onset of paralysis, epileptic
seizure, or overwhelming external force.

**Risk of future falls is defined as having had had 2 or more falls in the
past year or any fall with injury in the past year.

***Risk assessment is defined as at a minimum comprised of balance/gait
AND one or more of the following: postural blood pressure, vision, home
fall hazards, and documentation on whether medications are a
contributing factor or not to falls within the past 12 months.

****Pplan of care is defined as at a minimum consideration of appropriate
assistance device AND balance, strength and gait training.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Multiple

Data Source

Administrative/Clinical data sources

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
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IT-5.1.a: Improved cost savings: Demonstrate cost savings in care
delivery (Cost of Illness Analysis)

Measure Title

IT-5.1.a Improved Cost Savings: Demonstrate Cost Savings In Care

Delivery

Description Cost of illness (COI) analysis is a method that identifies the average cost
for a patient with an illness within the patient population.

NQF Number Not applicable

Measure Steward

National Institutes of Health (NIH); Centers for Disease Control and

Prevention (CDC)

Link to measure citation

http://www.nIm.nih.gov/nichsr/htal101/ta10107.html

Measure type

SA for project area 2.5

NSA for all other project areas

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S): Prior

Authorization

DY4

DY5

Achievement Level

Baseline - 5%

Baseline - 10%

modifications to Measure
Steward’s specification

Calculation *(performance gap) *(performance gap)
Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)
DSRIP-specific None

Denominator Description

Total number of patients with the designated illness during the

measurement year

Denominator Inclusions

None

Denominator Exclusions

None

Denominator Size

None

Numerator Description

Formula:_COI = Direct cost + Indirect cost

Numerator Inclusions

All Direct and Indirect Costs for patients with the designated illness

Numerator Exclusions

None

Setting

Multiple

Data Source

EHR, other hospital documentation

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
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IT-IT-5.1.b: Improved Cost Savings: Demonstrate cost savings in care
delivery - Cost Minimization Analysis (Cost Minimization Analysis)

Measure Title IT-5.1.b Improved Cost Savings: Demonstrate Cost Savings In Care
Delivery - Cost Minimization Analysis
Description CMA is a simple type of pharmacoeconomic analysis because the focus

is on measuring the costs of alternative interventions that are assumed
to produce equivalent outcomes. This method has limited use because it
can only compare alternatives with the same outcomes

NQF Number Not applicable

Measure Steward National Institutes of Health (NIH); Centers for Disease Control and
Prevention (CDC)

Link to measure citation http://www.nlm.nih.gov/nichsr/htal01/ta10107.html

Measure type SA for project area 2.5
NSA for all other project areas
Performance and Pay for Performance (P4P) — Improvement Over Self (10S): Prior
Achievement Type Authorization
DY4 DY5
Achievement Level Baseline - 5% Baseline - 10%
Calculation *(performance gap) *(performance gap)
Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)
DSRIP-specific None
modifications to Measure
Steward’s specification
Denominator Description | None
Denominator Inclusions None
Denominator Exclusions None
Denominator Size Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.
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Measure Title

IT-5.1.b Improved Cost Savings: Demonstrate Cost Savings In Care
Delivery - Cost Minimization Analysis

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 75, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Formula: CMA = Total Cost of Care for Standard Intervention — Total
Cost of Care for Alternative Intervention

Numerator Inclusions

Where Cost = Direct Cost + Pharmacy Cost + Facility Cost
Note: All costs of care associated with a particular intervention must be
included

Numerator Exclusions None
Setting Multiple
Data Source EHR

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-5.1.c: Improved Cost Savings: Demonstrate cost savings in care
delivery - Cost Effectiveness Analysis (Cost Effectiveness Analysis)

Measure Title

IT-5.1.c Improved Cost Savings: Demonstrate cost savings in care
delivery - Cost Effectiveness Analysis

Description CEA is a systematic analysis of the effects and costs of alternative
methods or programs (interventions) for achieving the same objective
(e.g. saving lives, preventing disease, or providing services)

NQF Number Not applicable

Measure Steward

National Institutes of Health (NIH); Centers for Disease Control and
Prevention (CDC)

Link to measure citation

http://www.nlm.nih.gov/nichsr/htal01/ta10107.html

Measure type

SA for project area 2.5
NSA for all other project areas

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S): Prior
Authorization

DY4 DY5

Baseline - 10%
*(performance gap)

Baseline - 10% *(0% —
Baseline rate)

Baseline - 5%
*(performance gap)

Achievement Level
Calculation

Baseline - 5% *(0% —
Baseline rate)
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Measure Title

IT-5.1.c Improved Cost Savings: Demonstrate cost savings in care
delivery - Cost Effectiveness Analysis

DSRIP-specific modifications
to Measure Steward’s
specification

None

Denominator Description

EffeCtmt - EffectCOmp
Abbreviations: Int: Intervention; Comp: Comparator

Denominator Inclusions

None

Denominator Exclusions

None

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

SCOStInt - SCOStComp
Abbreviations: Int: Intervention; Comp: Comparator

Numerator Inclusions

Where Cost = Direct Cost + Pharmacy Cost + Facility Cost
Note: All costs of care associated with a particular intervention must be
included

Numerator Exclusions

None

Setting

Multiple

Data Source

Administrative and Clinical Data including EMR (EHR)

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
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IT-5.1.d: Improved Cost Savings: Demonstrate cost savings in care
delivery - Cost Utility Analysis (Cost Utility Analysis)

Measure Title

IT-5.1.d Improved Cost Savings: Demonstrate cost savings in care

delivery - Cost Utility Analysis

Description Cost Utility Analysis (CUA) is conducted when effects are weighted by
utility measures denoting the patient’s or member of the general
public’s preference for, or overall desirability of, a particular outcome

NQF Number Not applicable

Measure Steward

National Institutes of Health (NIH); Centers for Disease Control and

Prevention (CDC)

Link to measure citation

http://www.nlm.nih.gov/nichsr/htal01/ta10107.html

Measure type

SA for project area 2.5

NSA for all other project areas

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S): Prior

Authorization

DY4

DY5

Achievement Level
Calculation

Baseline - 5%
*(performance gap)

Baseline - 5% *(0% —
Baseline rate)

Baseline - 10%
*(performance gap)

Baseline - 10% *(0% —
Baseline rate)

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

SUt”F_'mt - SUtileCOmp

Utiles, units of utility or preference, are often measured in QALYs
Abbreviations: Int: Intervention; Comp: Comparator

Denominator Inclusions

None

Denominator Exclusions

None

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement

period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
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Measure Title

IT-5.1.d Improved Cost Savings: Demonstrate cost savings in care
delivery - Cost Utility Analysis

providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

SCOStInt - SCOStCOmp
e Abbreviations: Int: Intervention; Comp: Comparator

Numerator Inclusions

None

Numerator Exclusions

None

Setting

Multiple

Data Source

Administrative and Clinical Data

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-5.1.e: Improved Cost Savings: Demonstrate cost savings in care
delivery - Cost Benefit Analysis (Cost Benefit Analysis)

Measure Title

IT-5.1.e Improved Cost Savings: Demonstrate cost savings in care
delivery - Cost Benefit Analysis

Description

Cost Benefit Analysis (CBA) is a systematic analysis of one or more
methods or programs (interventions) for achieving a given objective and
measures both benefits and costs in monetary units

Note: Provider will select one formula to use for reporting purposes.
Providers cannot change formulas during the subsequent reporting
periods.

NQF Number

Not applicable

Measure Steward

National Institutes of Health (NIH); Centers for Disease Control and
Prevention (CDC)

Link to measure citation

http://www.nlm.nih.gov/nichsr/hta101/ta10107.html

Measure type

SA for project area 2.5
NSA for all other project areas

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S): Prior
Authorization

DY4 DY5

Baseline - 10%
*(performance gap)

Baseline - 5%
*(performance gap)

Achievement Level
Calculation
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Measure Title

IT-5.1.e Improved Cost Savings: Demonstrate cost savings in care
delivery - Cost Benefit Analysis

Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Formula 1: Cost Benefit Ratio Approach
Cost Benefit Ratio Approach Denominator: $Benefit: - SBenefitcomp
Abbreviations: Int: Intervention; Comp: Comparator

Formula 2: Cost Benefit, Net Benefit Approach
Net Benefit Approach is not reported as a ratio, so there is no applicable
denominator

Denominator Inclusions

None

Denominator Exclusions

None

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Formula 1: Cost Benefit Ratio Approach
Cost Benefit Ratio Approach Numerator:

SCOStmt - SCOStComp
Abbreviations: Int: Intervention; Comp: Comparator

OR

Formula 2: Cost-Benefit, Net Benefit Approach

Cost-Benefit, Net Benefit Approach:
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Measure Title

IT-5.1.e Improved Cost Savings: Demonstrate cost savings in care
delivery - Cost Benefit Analysis

CB Net = ($SCostint - SCostcomp) — (SBenefitin: - SBenefitcomp)

Numerator Inclusions

None

Numerator Exclusions

None

Setting

Multiple

Data Source

Administrative and Clinical Data

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-5.2: Per episode cost of care

Measure Title

IT-5.2 Per Episode Cost of Care

Description

Per episode cost of care measurement quantifies the services involved in
the diagnosis, management and treatment of specific clinical conditions.
Episode-of-care measures can be developed for the full range of acute
and chronic conditions, including pneumonia and hip/knee replacement
and many others (for which to contact the Measure Steward)..

NQF Number

1609 & 1611

Measure Steward

Optum Inc.

Link to measure citation

http://www.qualityforum.org/

Measure type

SA for project area 2.5
NSA for all other project areas

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (I0S): Prior
Authorization

DY4 DY5

Baseline - 5% Baseline - 10%
*(performance gap) *(performance gap)

Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)

Achievement Level
Calculation

DSRIP-specific
modifications to
Measure Steward’s
specification

None

Denominator Description

Total number of episodes during the measurement period

Denominator Inclusions

Note: The monthly reporting is more adequate at institution level, while
the annual reporting is more suited at individual physician level

Denominator Exclusions

None

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)
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Measure Title IT-5.2 Per Episode Cost of Care

e For ameasurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description Total cost for episode of care
Numerator Inclusions None

Numerator Exclusions None

Setting Multiple

Data Source Administrative and Clinical Data

Allowable Denominator | All denominator subsets are permissible for this outcome
Sub-sets

IT-5.3: Total Cost of Care

Measure Title IT-5.3 Total Cost of Care
Description Total Cost of Care reflects a mix of complicated factors such as patient
iliness burden, service utilization and negotiated prices.
Total Cost Index (TCl) is a measure of a primary care provider’s risk
adjusted cost effectiveness at managing the population they care for.
TCl includes all costs associated with treating members including
professional, facility inpatient and outpatient, pharmacy, lab, radiology,
ancillary and behavioral health services.
A Total Cost of Care Index when viewed together with a Resource Use
measure provides a more complete picture of population based drivers
of health care costs.
Type of Resource Use Measure:

e Per capita (population- or patient-based)
Resource Use Service Categories:

e Inpatient services: Inpatient facility services

e Inpatient services: Evaluation and management

e Inpatient services: Procedures and surgeries

e Inpatient services: Imaging and diagnostic

e Inpatient services: Lab services

¢ Inpatient services: Admissions/discharges

192
9/18/2014



Measure Title

IT-5.3 Total Cost of Care

e Inpatient services: Labor (hours, FTE, etc.)

e Ambulatory services: Outpatient facility services

e Ambulatory services: Emergency Department

e Ambulatory services: Pharmacy

e Ambulatory services: Evaluation and management
¢ Ambulatory services: Procedures and surgeries

e Ambulatory services: Imaging and diagnostic

¢ Ambulatory services: Lab services

¢ Ambulatory services: Labor (hours, FTE, etc.)

e Durable Medical Equipment (DME)

NQF Number

1604

Measure Steward

HealthPartners

Link to measure citation

http://www.qualityforum.org

Measure type

SA for project area 2.5
NSA for all other project areas

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S): Prior
Authorization

DY4 DY5

Baseline - 10%
*(performance gap)

Baseline - 5%
*(performance gap)

Achievement Level
Calculation

Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)

DSRIP-specific
modifications to Measure
Steward’s specification

The only modification is changing designation of “member” to “patient”,
in order to be consistent throughout the document to avoid confusion
between applicability of the measure to a (managed care) plan rather
than an individual provider. However, this is a population-based
measure that applies to all service categories, care settings and
conditions.

Denominator Description | None
Denominator Inclusions None
Denominator Exclusions None

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e Fora measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For ameasurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
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Measure Title

IT-5.3 Total Cost of Care

all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample

size at 300 cases.

Numerator Description

Total cost of care

Numerator Inclusions None
Numerator Exclusions None
Setting Multiple

Data Source

Administrative Claims

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-6.1.a: Hospital Consumer Assessment of Healthcare Providers and
Systems (HCAHPS)

Tool Title IT-6.1.a Hospital Consumer Assessment of Healthcare Providers and
Systems (HCAHPS)

Description HCAHPS, also known as the CAHPS® Hospital Survey#*, is a survey
instrument and data collection methodology for measuring recently
discharged patients’ perceptions of their hospital experience. The survey
guestions are reported in the following domains (providers must select
specific domain(s) to report upon):

e IT-6.1.a.i: HCAHPS Communication with Doctors
e IT-6.1.a.ii: HCAHPS Communication with Nurses
e IT-6.1.a.iii: HCAHPS Responsiveness of Hospital Staff
e IT-6.1.a.iv: HCAHPS Pain Control
e IT-6.1.a.v: HCAHPS Communication About Medicine
e IT-6.1.a.vi: HCAHPS Cleanliness of Hospital Environment
e IT-6.1.a.vii: HCAHPS Quietness of Hospital Environment
e IT-6.1.a.viii: HCAHPS Discharging Information
e IT-6.1.a.ix: HCAHPS Overall Hospital Rating
e IT-6.1.a.x: HCAHPS Likelihood to Recommend
Setting Inpatient - Hospital/Acute Care Facility
NQF Number 0166

Measure Steward or
Survey Developer

Agency for Healthcare Research and Quality

Link to measure

https://www.qualityforum.org/QPS/0166

citation
Link to survey http://www.hcahpsonline.org/surveyinstrument.aspx
Measure Type Standalone
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Tool Title

IT-6.1.a Hospital Consumer Assessment of Healthcare Providers and
Systems (HCAHPS)

Performance and

Pay for Performance (P4P) - QSMIC

Achievement Type Baseline DY4 DY5
Achievement Baseline MPL MPL + 10%* (HPL-
Level Calculations below MPL)
MPL
Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)
Benchmark HCAHPS Online
Description HPL (90" Percentile) IT.6.1.a.i : 88%
IT.6.1.a.ii : 85%
IT.6.1.a.iii : 78%

IT.6.1.a.iv: 77%
IT.6.1.av:71%
IT.6.1.a.vi: 83%
IT.6.1.a.vii : 73%
IT.6.1.a.viii : 89%
IT.6.1.a.ix : 80%
IT.6.1.a.x:83%

MPL (25" Percentile) or 10%" if IT.6.1.a.i: 78%
applicable IT.6.1.a.ii : 75%
IT.6.1.a.iii : 61%

IT.6.1.a.iv: 68%
IT.6.1.a.v:59%
IT.6.1.a.vi: 68%
IT.6.1.a.vii : 53%
IT.6.1.a.viii : 81%
IT.6.1.a.ix : 64%
IT.6.1.a.x: 65%
http://www.hcahpsonline.org/files/Report HEI April 2013 Pctls.pdf

Administration

The HCAHPS Survey asks recently discharged patients about aspects of their
hospital experience that they are uniquely suited to address. The survey is
32 questions in length—21 substantive items that encompass critical
aspects of the hospital experience, four screening questions to skip patients
to appropriate questions, and 7 demographic items that are used for
adjusting the mix of patients across hospitals for analytical purposes.

The instrument can be used either as a stand-alone survey or embedded
into an existing patient survey with the core HCAHPS questions at the

beginning of the survey. The hospital can decide how many questions to
add.
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Tool Title

IT-6.1.a Hospital Consumer Assessment of Healthcare Providers and
Systems (HCAHPS)

HCAHPS is administered to a random sample of adult inpatients between
48 hours and six weeks after discharge. Patients admitted in the medical,
surgical and maternity care service lines are eligible for the survey; the
survey is not restricted to Medicare beneficiaries.

Hospitals may use an approved survey vendor, or collect their own HCAHPS
data (if approved by CMS to do so). Hospitals may use the HCAHPS Survey
alone, or include additional questions after the core HCAHPS items.
Hospitals must survey patients throughout each month of the year, and
IPPS hospitals must achieve at least 300 completed surveys over four
calendar quarters.

The survey itself and the protocols for sampling, data collection, coding and
file submission can be found in the current HCAHPS Quality Assurance
Guidelines manual, available on the official HCAHPS On-Line Web site
www.hcahpsonline.org

e Administration: HCAHPS can be implemented in four different
survey modes: mail, telephone, mail with telephone follow-up, or
active interactive voice recognition (IVR), each of which requires
multiple attempts to contact patients.

e Administration Time: On average, it takes respondents about
seven minutes to complete the HCAHPS survey items.

e Language: English, Spanish, Chinese, Russian, Vietnamese,
Portuguese.

e Cost: Based on information from several major hospital survey
vendors and other survey companies, we estimate that the costs of
HCAHPS administered as a separate survey are as follows:

o Mail survey: $10-$15 per complete ($3,000 - $4,500 per
hospital, assuming 300 completes)
o Phone survey: $16.67 - $20 per complete ($5,000 - $6,000
per hospital)
o Active interactive voice response (IVR): $10 per complete
(53,000 per hospital)
Given that most hospitals collect patient survey data using mail
surveys, the average weighted costs of HCAHPS collected as a
separate survey are estimated to be between $11.00 and $15.25
per complete ($3,300 - $4,575 per hospital), assuming that 80
percent of hospitals collect HCAHPS by mail and the remainder by
phone or active interactive voice response (active IVR).®

16 http://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-
Instruments/HospitalQualitylnits/downloads/HCAHPSCostsBenefits200512.pdf
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Tool Title IT-6.1.a Hospital Consumer Assessment of Healthcare Providers and
Systems (HCAHPS)
Scoring Scoring should be handled by your survey administrator, following the

measure steward specifications.

DSRIP reporting will be based on the percentage of a survey respondents
who chose the most positive, or “top-box,” survey response for the
selected subdomain as reported by your survey administrator. Scores
should be patient mix and survey mode adjusted.

The “top-box” is the most positive response to HCAHPS survey questions.
The “top-box” response is "Always” for five HCAHPS composites
(Communication with Nurses, Communication with Doctors,
Responsiveness of Hospital Staff, Pain Management, and Communication
about Medicines) and two individual items (Cleanliness of Hospital
Environment and Quietness of Hospital Environment), "Yes" for the sixth
composite, Discharge Information, "‘9” or ‘10’ (high)" for the Overall
Hospital Rating item, and "Would definitely recommend” for the
Recommend the Hospital item.

Measure Steward
Contact

e To communicate with CMS about HCAHPS:
Hospitalcahps@cms.hhs.gov

e For technical assistance with the HCAHPS Survey:
hcahps@azqgio.sdps.org or 1-888-884-4007

e Approved Survey Administrators:
http://www.hcahpsonline.org/app vendor.aspx

DSRIP-specific
modifications to
Measure Steward’s
specification

For DSRIP reporting purposes, the numerator should be multiplied by the
number of completed surveys, as instructed in the "Numerator
Description" in this document.

Numerator Description

Patient-mix and survey mode adjusted percent "top box" score for a given
subdomain as provided by your survey administrator, multiplied by the
number of completed HCAHPS surveys represented in the "top box" score.

Example:

For reporting period X, your survey administrator reports that your
patient mix survey mode adjusted "top box" score for IT-6.1.a.i
HCAHPS Communication with Doctors is 87, and this score
represents the average result of 325 completed surveys. In this
scenario, the reported numerator would be 28,275.

Where:
"Top Box" Score = 87
Survey Sample Size = 325

Numerator = "Top Box" Score x Survey Sample Size
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Tool Title

IT-6.1.a Hospital Consumer Assessment of Healthcare Providers and
Systems (HCAHPS)

28275 = 87x325

NOTE: This numerator is designed to allow you to easily report both your
"top box" score and your survey sample size.

Numerator Inclusions

The survey developer does not identify specific numerator inclusions beyond
what is described in the numerator description.

Numerator Exclusions

The survey developer does not identify specific numerator inclusions beyond
what is described in the numerator description.

Denominator
Description

The number of HCAHPS surveys completed during the measurement period
as reported by your survey administrator.

The denominator should be the same as the multiplier used in the
numerator.

Denominator
Inclusions

Sample should be drawn from all adult patients discharged from general
acute-care hospitals after an overnight stay. Patients admitted in the
medical, surgical and maternity care service lines are eligible for the survey.

Denominator
Exclusions

Patients who are under 18, those who died in the hospital, patients
discharged to hospice, patients who received psychiatric or rehabilitative
services, prisoners, and patients with international addresses

Denominator Size

Per HCAHPS reporting requirements, Hospitals must survey patients
throughout each month of the year, and IPPS hospitals must achieve at
least 300 completed surveys over four calendar quarters.

Sample methodology will be reviewed by HHSC to ensure best fit

Allowable All denominator subsets are permissible for this outcome
Denominator Sub-sets
Additional Providers should for follow survey administration, sampling, and scoring

Considerations for
Providers

guidelines, unless a DSRIP specific modification has been noted.

Surveys are validated in their entirety and providers should plan on using as
specified by the survey developer.

Data Source

HCAHPS Survey Report as provided by your survey administrator
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IT-6.1.b.: Clinician & Group Consumer Assessment of Healthcare
Providers and Systems (CG-CAHPS) 12 Month Survey

Tool Title IT-6.1.b Clinician & Group Consumer Assessment of Healthcare Providers and
Systems (CG-CAHPS Adult 12 Month Survey, CG-CAHPS Child 12 Month Survey)
Description The Clinician and Group Consumer Assessment of Healthcare Providers and Systems
(CG-CAHPS) survey is a standardized tool to measure patient perceptions of care by
physicians in an office setting. The 12-month survey asks respondents about
experiences during visits with their provider in the last 12 months.
Subdomains:
e IT.6.1.b.i- Timeliness of Appointments, Care, & Information
e IT.6.1.b.ii - Provider Communication
e |T.6.1.b.iii - Office Staff
e IT.6.1.b.iv - Overall Provider Rating
e IT.6.1.b.v - Providers Attention to Child's Growth and Development
(Pediatric Care Survey only)
e IT.6.1.b.vi - Providers Advice on Keeping Child Safe and Healthy (Pediatric
Care Survey Only)
Supplemental items can be added to CG-CAHPS to measure: Cultural Competence;
Health Information Technology; Health Literacy; and, Patient-Centered Medical
Home. Supplemental measures can be found under IT-6.c.i - IT-6.1.c.iv
Setting Ambulatory
NQF Number 0005

Measure Steward or
Survey Developer

Agency for Healthcare Research and Quality

Link to measure
citation

http://www.qualityforum.org/QPS/0005

Link to survey

https://cahps.ahrg.gov/surveys-guidance/cg/instructions/surveysummary.html

Measure Type Standalone
Performance and | Pay for Performance (P4P) - QSMIC
Achievement Baseline DY4 DY5
Type
Achievement Baseline MPL MPL + 10%* (HPL-
Level Calculations below MPL)
MPL
Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)
Benchmark CG-CAHPS Tox Box Scores
Description HPL (90™ Percentile) ] IT.6.1.b.i: 79%
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Tool Title

IT-6.1.b Clinician & Group Consumer Assessment of Healthcare Providers and
Systems (CG-CAHPS Adult 12 Month Survey, CG-CAHPS Child 12 Month Survey)

IT.6.1.b.ii: 96%
IT.6.1.b.iii: 97%
IT.6.1.b.iv: 90%
IT.6.1.b.v: 78%
IT.6.1.a.vi: 74%

MPL (25 Percentile) or 10%" if IT.6.1.b.i: 59%
applicable IT.6.1.b.ii: 89%
IT.6.1.b.iii: 90%

IT.6.1.b.iv: 77%
IT.6.1.b.v: 59%
IT.6.1.a.vi: 56%

https://www.cahpsdatabase.ahrg.gov/CAHPSIDB/Public/CG/CG_Topscores.aspx

Administration

The Adult Primary Care Survey is a 37 core and 64 supplemental question survey of
adult outpatient primary care patients.

The Pediatric Care Survey is a 36 core and 16 supplemental question survey of
outpatient pediatric care patients.

Administration: Mail, Telephone, Email, Mixed Mode. To generate the
standardized data necessary for valid comparisons, the CAHPS Consortium
recommends that the survey be conducted by a third-party vendor according to the
CAHPS guidelines specified in the document " Fielding the CAHPS® Clinician &
Group Survey" 2012. https://cahps.ahrg.gov/surveys-

guidance/docs/1033 CG Fielding the Survey.pdf

Administration Time: administration is approximately 12 to 15 minutes

Language: English, Spanish

Cost: CAHPS consortium estimates a cost per completed survey of $8.00 for mail
administration. Cost per completed survey for mixed mode or telephone
administration will be higher. Based on a target of 45 completed surveys, the cost
of a mail survey would be $360 per clinician. This cost is likely to decrease over time
as larger scale surveying is done and vendors become more accustomed to the
surveys.

Scoring

Scoring should be handled by your survey administrator, following the measure
steward specifications.

DSRIP reporting will be based on the percentage of a survey respondents who chose
the most positive, or “top-box,” survey response for the selected subdomain as
reported by your survey administrator. Scores should be patient mix adjusted.

CG-CAHPS uses multiple Likert-scales, as well as, ordinal 0 to 10 responses. Scores
are calculated for top- (most positive) and bottom-box scores (most negative).
The “top-box” is the most positive response to CH-CAHPS survey questions. The
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Tool Title

IT-6.1.b Clinician & Group Consumer Assessment of Healthcare Providers and
Systems (CG-CAHPS Adult 12 Month Survey, CG-CAHPS Child 12 Month Survey)

“top-box” response are "Always,” "Yes," "9’ or “10™ on a 10 point scale, and
"Would definitely recommend.”

Data are recommended to be adjusted for age, education, and self-reported health
Status. The CAHPS Team recommends that you adjust the survey data for
respondent age, education, and general health status. This makes it more likely that
reported differences are due to real differences in performance, rather than
differences in the characteristics of enrollees or patients.’

Contacts

Website: https://cahps.ahrq.gov/surveys-guidance/cg/index.html
Email: Pam.Owens@ahrqg.hhs.gov

Agency for Healthcare Research and Quality
540 Gaither Road

Rockville, MD 20850

(301) 427-1364

DSRIP-specific
modifications to
Measure Steward’s
specification

For DSRIP reporting purposes, the numerator should be multiplied by the number
of completed surveys, as instructed in the "Numerator Description" in this
document.

Numerator
Description

Patient-mix and survey mode adjusted percent "top box" score for a given
subdomain as provided by your survey administrator, multiplied by the number of
completed CG-CAHPS surveys represented in the "top box" score.

Example:

For reporting period X, your survey administrator reports that your patient
mix adjusted "top box" score for "IT.6.1.b.i: Timeliness of Appointments,
Care, & Information" is 87, and this score represents the average result of
325 completed surveys. In this scenario, the reported numerator would be
28,275.

Where:

"Top Box" Score = 87

Survey Sample Size = 325

Numerator = "Top Box" Score x Survey Sample Size

28275 = 87x325

NOTE: The numerator/denominator for this measure have been designed to allow
simple reporting of both your "top box" score and your survey sample size.

17 https://cahps.ahrg.gov/surveys-guidance/docs/2015_instructions_for_analyzing_data.pdf
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Tool Title IT-6.1.b Clinician & Group Consumer Assessment of Healthcare Providers and
Systems (CG-CAHPS Adult 12 Month Survey, CG-CAHPS Child 12 Month Survey)

Numerator The survey developer does not identify specific numerator inclusions beyond what is

Inclusions described in the numerator description.

Numerator The survey developer does not identify specific numerator exclusions beyond what is

Exclusions described in the numerator description.

Denominator
Description

The number of CG-CAHPS surveys completed during the measurement period as
reported by your survey administrator.

The denominator should be the same as the multiplier used in the numerator.

Denominator
Inclusions

A questionnaire is considered complete if responses are available for half of the key
survey items.

Denominator
Exclusions

The total number in the denominator should exclude the following:

e Refusals. The individual (or parent or guardian of the sampled child)
refused in writing or by phone to participate.

¢ Nonresponse. The individual (or parent or guardian of the sampled child)
is presumed to be eligible but did not complete the survey for some reason
(never responded, was unavailable at the time of the survey, was ill or
incapable, had a language barrier, and so on).

¢ Bad addresses/phone numbers. In either case, the sampled individual (or
parent or guardian) is presumed to be eligible but was never located.
Deceased. In some cases, a household or family member may inform you
of the death of the sampled individual or child.

¢ Ineligible. The sampled individual or child did not receive care from the
participating medical group or health system in the last 12 months.

Denominator Size

Per the tool developer: To produce statistically valid comparisons, the sample needs
to be large enough to yield 45 completed surveys per clinician or 300 completed
surveys per medical group. Site-level sampling recommendations are currently
being developed.!®

For DSRIP reporting purposes: Providers must report a minimum of 30 cases per
measure during a 12-month measurement period (15 cases for a 6-month
measurement period)

e For a measurement period (either 6 or 12 months) where the denominator
size is less than or equal to 75, providers must report on all cases. No
sampling is allowed.

e For a measurement period (either 6 or 12 months) where the denominator
size is less than or equal to 380 but greater than 75, providers must report
on all cases (preferred, particularly for providers using an electronic health
record) or a random sample of not less than 76 cases.

18 https://cahps.ahrg.gov/surveys-guidance/docs/1033_CG_Fielding_the_Survey.pdf
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Tool Title IT-6.1.b Clinician & Group Consumer Assessment of Healthcare Providers and
Systems (CG-CAHPS Adult 12 Month Survey, CG-CAHPS Child 12 Month Survey)

e For a measurement period (either 6 or 12-months) where the denominator
size is greater than 380, providers must report on all cases (preferred,
particularly for providers using an electronic health record) or a random
sample of cases that is not less than 20% of all cases; however, providers
may cap the total sample size at 300 cases.

Sample methodology will be reviewed by HHSC to ensure best fit
Allowable All denominator subsets are permissible for this outcome

Denominator Sub-
sets

Additional
Considerations for
Providers

CAHPS Analysis Program available using SAS® software.

Providers should for follow survey administration, sampling, and scoring guidelines,
unless a DSRIP specific modification has been noted.

Surveys are validated in their entirety and providers should plan on using as
specified by the survey developer.

Data Source

CAHPS Survey Report as provided by your survey administrator.

IT-6.1.c: Supplements to the Clinician & Group Consumer Assessment of
Healthcare Providers and Systems (CG-CAHPS) 12 Month Survey

Tool Title IT-6.1.c Supplements to the Clinician & Group Consumer Assessment of Healthcare
Providers and Systems 12 Month Survey (Child and Adult)
Description Subdomains:
e IT.6.1.c.i- CG-CAHPS 12 Month: Cultural Competence Survey Supplement
e IT.6.1.c.ii - CG-CAHPS 12 Month: Health Information Technology Supplement
e IT.6.1.c.iii - CG-CAHPS 12 Month: Health Literacy Supplement
e IT.6.1.c.iv- CG-CAHPS 12 Month: Centered Medical Home (PCMH)
Supplement
Setting Ambulatory
NQF Number None

Measure Steward or
Survey Developer

Agency for Healthcare Research and Quality

Link to tool
specifications

https://cahps.ahrg.gov/surveys-guidance/docs/1033 CG Fielding the Survey.pdf
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Tool Title

IT-6.1.c Supplements to the Clinician & Group Consumer Assessment of Healthcare
Providers and Systems 12 Month Survey (Child and Adult)

Link to survey

https://cahps.ahrg.gov/surveys-guidance/cg/instructions/surveysummary.html

Measure Type

Standalone

Performance and
Achievement

Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4

DY5

Baseline + 5% Baseline + 10%
*(performance gap) *(performance gap)

Baseline + 5% *(100% Baseline + 10%
— Baseline rate) *(100% — Baseline
rate)

Achievement Level
Calculation

Administration

To generate the standardized data necessary for valid comparisons, the Consortium
recommends that the survey be conducted by a third-party vendor according to the
CAHPS guidelines specified in the following document:
https://cahps.ahrg.gov/surveys-guidance/docs/1033 CG Fielding the Survey.pdf

Administer the CG-CAHPS supplemental Items alongside the CH-CAHPS 12 month
survey.

Administration: Mail, telephone, e-mail (with mail or telephone), or mixed mode
protocols are recommended.

Administration Time: unknown

Cost: Costs associated with administering the CAHPS Clinician & Group Surveys will
vary

depending on the mode or mix of modes. Based on data from three of our test sites,
we estimate a cost per completed survey of $8.00 for mail administration. Cost per
completed survey for mixed mode or telephone administration will be higher. Based
on a target of 45 completed surveys, the cost of a mail survey would be $360 per
clinician. In our experience with other CAHPS surveys, this cost is likely to decrease
over time as larger scale surveying is done and vendors become more accustomed to
the surveys.

Scoring

Scoring should be handled by your survey administrator, following the measure
steward specifications.

DSRIP reporting will be based on the percentage of survey respondents who chose
the most positive, or “top-box,” survey response for the selected subdomain as
reported by your survey administrator.

CG-CAHPS uses multiple Likert-scales, as well as, ordinal 0 to 10 responses. Scores are
calculated for top- (most positive) and bottom-box scores (most negative). The “top-
box” is the most positive response to CH-CAHPS survey questions. The “top-box”
response are "Always,” "Yes," "‘9’ or ‘10" on a 10 point scale, and "Would definitely
recommend.”
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Tool Title

IT-6.1.c Supplements to the Clinician & Group Consumer Assessment of Healthcare
Providers and Systems 12 Month Survey (Child and Adult)

If available for supplement, data are recommended to be adjusted for age, education,
and self-reported health status. The CAHPS Team recommends that you adjust the
survey data for respondent age, education, and general health status. This makes it
more likely that reported differences are due to real differences in performance,
rather than differences in the characteristics of enrollees or patients.®

For DSRIP reporting purposes, the "Overall Score" to be reported should be calculated
by finding the mean of all domains included in the selected item set, as outlined in the
following chart:

Supplemental Item Sets
Cultural Health Health Patient-
Competence Information Literacy Centered
Domain Technology Medical Home
Access X X
After hours care X X
Communication X X X X
Communication X X
about prescription
medicines
Complementary & X
alternative medicine
Interpreters X
Mental or Emotional X
Health
Provider knowledge X
of specialist care
Self-management X X
support
Shared decision- X
making
Trust X
Wait time for urgent X
care

Source: CAHPS Clinician & Group Surveys, Supplemental Items for the Adult Survey 2.0
https://cahps.ahrg.gov/surveys-guidance/docs/2357a_adult_supp_eng_20.pdf

Example:
For the Cultural Competence supplemental item set, the patient mix adjusted "top box
scores" for each domain were reported as follows:

Domain: Score
Communication 68
Complementary and alternative medicine 54
Interpreters 78

19 https://cahps.ahrg.gov/surveys-guidance/docs/2015_instructions_for_analyzing_data.pdf
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Tool Title

IT-6.1.c Supplements to the Clinician & Group Consumer Assessment of Healthcare
Providers and Systems 12 Month Survey (Child and Adult)

Trust 69
Mean | 67.25
(Overall Score)

The "Overall Score" reported will be the mean of all four domains.

Measure Steward
Contact

Website: https://cahps.ahrg.gov/surveys-guidance/cg/index.html
Email: Pam.Owens@ahrqg.hhs.gov

Agency for Healthcare Research and Quality
540 Gaither Road

Rockville, MD 20850

(301) 427-1364

DSRIP-specific
modifications to
Measure Steward’s
specification

For DSRIP reporting purposes, all domains in a supplement should be averaged to
create an "overall score" as outlined in the scoring section of this document, and the
numerator should be multiplied by the number of completed surveys, as instructed in
the "Numerator Description" in this document.

Numerator Overall Score, calculated from the mean of the patient-mix and adjusted percent "top
Description box" score for all subdomain in the selected supplement as provided by your survey
administrator, multiplied by the number of completed CG-CAHPS supplement surveys
represented in the "top box" score.
Example:
For reporting period X, your survey administrator reports that your patient
mix adjusted "top box" score for "IT.6.1.b.i: Timeliness of Appointments, Care,
& Information" is 87, and this score represents the average result of 325
completed surveys. In this scenario, the reported numerator would be 28,275.
Where:
"Top Box" Score = 87
Survey Sample Size = 325
Numerator = "Top Box" Score x Survey Sample Size
28275 = 87x325
Numerator The survey developer does not identify specific numerator inclusions beyond what is
Inclusions described in the numerator description.
Numerator The number of CG-CAHPS supplement surveys completed during the measurement
Exclusions period as reported by your survey administrator.

The denominator should be the same as the multiplier used in the numerator.
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Tool Title

IT-6.1.c Supplements to the Clinician & Group Consumer Assessment of Healthcare
Providers and Systems 12 Month Survey (Child and Adult)

Denominator
Description

The number of CG-CAHPS supplement surveys completed during the measurement
period as reported by your survey administrator. The denominator should be the
same as the multiplier used in the numerator.

Denominator
Inclusions

A questionnaire is considered complete if responses are available for half of the key
survey items.

Denominator
Exclusions

The total number in the denominator should exclude the following:

¢ Refusals. The individual (or parent or guardian of the sampled child)
refused in writing or by phone to participate.

¢ Nonresponse. The individual (or parent or guardian of the sampled child)
is presumed to be eligible but did not complete the survey for some reason
(never responded, was unavailable at the time of the survey, was ill or
incapable, had a language barrier, and so on).

¢ Bad addresses/phone numbers. In either case, the sampled individual (or
parent or guardian) is presumed to be eligible but was never located.
Deceased. In some cases, a household or family member may inform you
of the death of the sampled individual or child.

¢ Ineligible. The sampled individual or child did not receive care from the
participating medical group or health system in the last 12 months.

Denominator Size

Per the tool developer: To produce statistically valid comparisons, the sample needs
to be large enough to yield 45 completed surveys per clinician or 300 completed
surveys per medical group. Site-level sampling recommendations are currently being
developed.?®

For DSRIP reporting purposes: Providers must report a minimum of 30 cases per
measure during a 12-month measurement period (15 cases for a 6-month
measurement period)

e For a measurement period (either 6 or 12 months) where the denominator
size is less than or equal to 75, providers must report on all cases. No
sampling is allowed.

e For ameasurement period (either 6 or 12 months) where the denominator
size is less than or equal to 380 but greater than 75, providers must report on
all cases (preferred, particularly for providers using an electronic health
record) or a random sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the denominator
size is greater than 380, providers must report on all cases (preferred,
particularly for providers using an electronic health record) or a random
sample of cases that is not less than 20% of all cases; however, providers may
cap the total sample size at 300 cases.

20 https://cahps.ahrg.gov/surveys-guidance/docs/1033_CG_Fielding_the_Survey.pdf

9/18/2014

207




Denominator Sub-
sets

Tool Title IT-6.1.c Supplements to the Clinician & Group Consumer Assessment of Healthcare
Providers and Systems 12 Month Survey (Child and Adult)
Sample methodology will be reviewed by HHSC to ensure best fit

Allowable All denominator subsets are permissible for this outcome

Additional
Considerations for
Providers

Supplements should be completed alongside the CG-CAHPS 12 Month Survey (Child
or Adult). Do not include CG-CAHPS 12 Month Survey domain scores in your "overall
score" calculations.

CAHPS Analysis Program available using SAS® software.

Providers should follow survey administration, sampling, and scoring guidelines,
unless a DSRIP specific modification has been noted.

Surveys are validated in their entirety and providers should plan on using as specified
by the survey developer.

Data Source

CG-CAHPS Survey Report as provided by your survey administrator

IT-6.1.d: Clinician & Group Consumer Assessment of Healthcare
Providers and Systems (CG-CAHPS) Visit 2.0

Tool Title IT-6.1.d Clinician & Group Consumer Assessment of Healthcare Providers and
Systems (CG-CAHPS Adult Visit 2.0 Survey, CG-CAHPS Child Visit Survey 2.0)
Description The Clinician and Group Consumer Assessment of Healthcare Providers and

Systems (CG-CAHPS) survey is a standardized tool to measure patient
perceptions of care by physicians in an office setting. The Visit Survey asks
respondents about experiences during their most recent visit with a provider.

Subdomains:
e |T.6.1.d.i - Timeliness of Appointments, Care, & Information
e |T.6.1.d.ii - Provider Communication
e IT.6.1.d.iii - Office Staff
e IT.6.1.d.iv - Overall Provider Rating
e |T.6.1.d.v - Providers Attention to Child's Growth and Development
(Child Survey only)
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Tool Title IT-6.1.d Clinician & Group Consumer Assessment of Healthcare Providers and
Systems (CG-CAHPS Adult Visit 2.0 Survey, CG-CAHPS Child Visit Survey 2.0)
e IT.6.1.d.vi - Providers Advice on Keeping Child Safe and Healthy (Child
survey only)
Setting Ambulatory
NQF Number None
Measure Steward Agency for Healthcare Research and Quality
or Survey
Developer

Link to measure
citation

https://cahps.ahrg.gov/surveys-guidance/cg/visit/index.html

Link to survey

https://cahps.ahrg.gov/surveys-guidance/cg/instructions/surveysummary.html

Measure type

Standalone

Performance and

Pay for Performance (P4P) - QSMIC

Achievement Type Baseline DY4 DY5
Achievement Baseline MPL MPL + 10%* (HPL-
Level Calculations below MPL)
MPL
Baseline Baseline + Baseline +
above 10%*(HPL - 20%*(HPL -
MPL Baseline) Baseline)
Benchmark CAHPS
Description HPL (90" Percentile) IT.6.1.d.i: 76%
IT.6.1.d.ii: 95%
IT.6.1.d.iii: 97%

IT.6.1.d.iv: 89%
IT.6.1.d.v: 74%
IT.6.1.d.vi: 76%

MPL (25% Percentile) or 10%" if IT.6.1.d.i: 57%
applicable IT.6.1.d.ii: 89%
IT.6.1.d.iii: 89%

IT.6.1.d.iv: 76%
IT.6.1.d.v: 63%
IT.6.1.d.vi: 59%
https://www.cahpsdatabase.ahrg.gov/CAHPSIDB/Public/CG/cg_topscores.aspx

Administration
overview

The CG-CAHPS Visit Survey 2.0 is available in both an adults and a child version.

Administration: Mail, Telephone, Email, Mixed Mode. To generate the
standardized data necessary for valid comparisons, the CAHPS Consortium
recommends that the survey be conducted by a third-party vendor according to
the CAHPS guidelines specified in the document " Fielding the CAHPS® Clinician
& Group Survey" 2012. https://cahps.ahrg.gov/surveys-

guidance/docs/1033 CG Fielding the Survey.pdf

Administration Time: administration is approximately 12 to 15 minutes
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Tool Title

IT-6.1.d Clinician & Group Consumer Assessment of Healthcare Providers and
Systems (CG-CAHPS Adult Visit 2.0 Survey, CG-CAHPS Child Visit Survey 2.0)

Language: English, Spanish (Adult Survey only)

Cost: CAHPS consortium estimates a cost per completed survey of $8.00 for
mail administration. Cost per completed survey for mixed mode or telephone
administration will be higher. Based on a target of 45 completed surveys, the
cost of a mail survey would be $360 per clinician. This cost is likely to decrease
over time as larger scale surveying is done and vendors become more
accustomed to the surveys.

Scoring

Scoring should be handled by your survey administrator, following the measure
steward specifications.

DSRIP reporting will be based on the percentage of a survey respondents who
chose the most positive, or “top-box,” survey response for the selected
subdomain as reported by your survey administrator. Scores should be patient
mix adjusted.

CG-CAHPS uses multiple Likert-scales, as well as, ordinal 0 to 10 responses.
Scores are calculated for top- (most positive) and bottom-box scores (most
negative). The “top-box” is the most positive response to CH-CAHPS survey
questions. The “top-box” response are "Always,” "Yes," "9’ or ‘10" on a 10
point scale, and "Would definitely recommend.”

Data are recommended to be adjusted for age, education, and self-reported
health status. The CAHPS Team recommends that you adjust the survey data
for respondent age, education, and general health status. This makes it more
likely that reported differences are due to real differences in performance,
rather than differences in the characteristics of enrollees or patients.?

Contacts

Website: https://cahps.ahrqg.gov/surveys-guidance/cg/index.html
Email: Pam.Owens@ahrqg.hhs.gov

Agency for Healthcare Research and Quality
540 Gaither Road

Rockville, MD 20850

(301) 427-1364

DSRIP-specific
modifications to
Measure Steward’s
specification

For DSRIP reporting purposes, the numerator should be multiplied by the
number of completed surveys, as instructed in the "Numerator Description" in
this document.

Numerator
Description

Patient-mix and survey mode adjusted percent "top box" score for a given
subdomain as provided by your survey administrator, multiplied by the number
of completed CG-CAHPS surveys represented in the "top box" score.

21 https://cahps.ahrg.gov/surveys-guidance/docs/2015_instructions_for_analyzing_data.pdf
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Tool Title IT-6.1.d Clinician & Group Consumer Assessment of Healthcare Providers and
Systems (CG-CAHPS Adult Visit 2.0 Survey, CG-CAHPS Child Visit Survey 2.0)

Example:

For reporting period X, your survey administrator reports that your
patient mix adjusted "top box" score for "IT.6.1.b.i: Timeliness of
Appointments, Care, & Information" is 87, and this score represents the
average result of 325 completed surveys. In this scenario, the reported
numerator would be 28,275.

Where:
"Top Box" Score = 87
Survey Sample Size = 325

Numerator = "Top Box" Score x Survey Sample Size

28275 = 87x325

Numerator The survey developer does not identify specific numerator inclusions beyond
Inclusions what is described in the numerator description.

Numerator The survey developer does not identify specific numerator exclusions beyond
Exclusions what is described in the numerator description.

Denominator The number of CG-CAHPS surveys completed during the measurement period
Description as reported by your survey administrator.

The denominator should be the same as the multiplier used in the numerator.

Denominator A questionnaire is considered complete if responses are available for half of the
Inclusions key survey items.

Denominator The total number in the denominator should exclude the following:

Exclusions e Refusals. The individual (or parent or guardian of the sampled child)

refused in writing or by phone to participate.

¢ Nonresponse. The individual (or parent or guardian of the sampled child)
is presumed to be eligible but did not complete the survey for some reason
(never responded, was unavailable at the time of the survey, was ill or
incapable, had a language barrier, and so on).

* Bad addresses/phone numbers. In either case, the sampled individual (or
parent or guardian) is presumed to be eligible but was never located.
Deceased. In some cases, a household or family member may inform you
of the death of the sampled individual or child.

¢ Ineligible. The sampled individual or child did not receive care from the
participating medical group or health system in the last 12 months.

Denominator Size Per the tool developer: To produce statistically valid comparisons, the sample
needs to be large enough to yield 45 completed surveys per clinician or 300
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Denominator Sub-
sets

Tool Title IT-6.1.d Clinician & Group Consumer Assessment of Healthcare Providers and
Systems (CG-CAHPS Adult Visit 2.0 Survey, CG-CAHPS Child Visit Survey 2.0)
completed surveys per medical group. Site-level sampling recommendations
are currently being developed.??

For DSRIP reporting purposes: Providers must report a minimum of 30 cases per
measure during a 12-month measurement period (15 cases for a 6-month
measurement period)

e For a measurement period (either 6 or 12-months) where the
denominator size is less than or equal to 75, providers must report on
all cases. No sampling is allowed.

e For a measurement period (either 6 or 12-months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on a random sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on a
random sample of cases that is not less than 20% of all cases; however,
providers may cap the total sample size at 300 cases.

Allowable All denominator subsets are permissible for this outcome

Additional
Considerations for
Providers

CAHPS Analysis Program available using SAS® software.

For DSRIP reporting purposes on subdomains IT-6.1.d.i, IT-6.1.d.ii, IT-6.1.d.iii, IT-
6.1.d.iv, the CG-CAHPS Adult Visit Survey 2.0 and Child Visit Survey 2.0 can be
reported interchangeably.

Providers should for follow survey administration, sampling, and scoring
guidelines, unless a DSRIP specific modification has been noted.

Surveys are validated in their entirety and providers should plan on using as
specified by the survey developer.

Data Source

CAHPS Survey Report as provided by your survey administrator.

22 https://cahps.ahrg.gov/surveys-guidance/docs/1033_CG_Fielding_the_Survey.pdf
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IT-6.2.a: Client Satisfaction Questionnaire 8 (CSQ-8)

Tool Title

IT-6.2.a Client Satisfaction Questionnaire 8

Description

The CSQ-8 is a standardized measure with strong psychometric properties that
could be used to assess general satisfaction across varied health and human
services.

The CSQ-8 is an 8-item, easily scored and administered measurement that is
designed to measure client satisfaction with services. The items for the CSQ-8
were selected on the basis of ratings by mental health professionals of a
number of items that could be related to client satisfaction and by subsequent
factor analysis. The CSQ-8 is unidimensional, yielding a homogeneous estimate
of general satisfaction with services.

Setting

Ambulatory

NQF Number

None

Survey Developer

Clifford Attkisson, Ph.D.

Link to measure citation
or Survey Developer

http://www.csqgscales.com/

Link to survey

http://uvagicases.files.wordpress.com/2013/10/client satisfaction questionnai
re_csq-82.pdf (For preview only, not for use or distribution)

Measure type

Standalone

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4 DY5

Baseline + 10%
*(performance gap)

Baseline + 5%
*(performance gap)

Baseline + 5% *(100% Baseline + 10%
— Baseline rate) *(100% — Baseline
rate)

Achievement Level
Calculation

Administration

Mode: Self-administered. Direct reports are elicited from adolescents and
adults. Parents and caretakers are often respondents about services provided
to children. A child version, using expressive faces, is available for use. Data
gained from the CSQ Scales® are typically self-completed but aural responses
have

been collected from individuals with serious disorders in hospital acute care,
day

treatment, and case management studies

Time: 3 to 8 minutes.

Language: Arabic, Castillian, Cambodian, Chinese (traditional and simplified
characters), Czech, Danish, Dutch, UK English, US English, French, Finnish,
German, Greek, Gujarati, Hindi, Igbo, Italian, Japanese, Korean, Laotian,
Lithuanian, Malay, Malayalam (in progress), Myanmar (Burmese), Norwegian,
Polish, Portuguese, Russian, Spanish, Slovak, Swedish, Tagalog, Urdu (Pakistani),
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Tool Title

IT-6.2.a Client Satisfaction Questionnaire 8

Vietnamese, and Khmer (Cambodian) BIG PRINT versions are available in English
and Spanish.

Cost: $275 (U.S. dollars) ($0.55 per use) for the first 500 uses; $0.45US
for each use, thereafter.

Scoring

Responses are based on a four-point scale. Examples include

“How satisfied are you with the amount of help you have received?”
1) "Quite dissatisfied"
2) "Indifferent or mildly dissatisfied"
3) "Mostly satisfied"
4) "Very satisfied"

“Have the services you received helped you to deal more effectively with your
problems?”

4) "Yes, they helped a great deal"

3) "Yes, they helped somewhat"

2) "No, they didn't help"

1) "No, they seemed to make things worse".

All items are positively worded; however, the directionality of response options
span the spectrum from very negative to very positive; and, the numerical
anchors for items are reversed randomly (from high to low satisfaction or low
to high satisfaction within each item) to minimize stereotypic response sets.

The CSQ-8 has no subscales and yields a single score measuring a single
dimension of overall satisfaction.

An "overall score" is calculated by summing the respondent’s rating (item
rating) score for each scale item. Scores therefore range from 8 to 32, with
higher values indicating higher satisfaction.

Measure Steward
contact

http://www.csgscales.com/contact.htm
Email: Info@CSQscales.com

Twitter: @CSQinfo

Phone: 415-310-5396

866-770-497 (U.S. Toll Free)

Fax: 339-440-953

Dr. C. Clifford Attkisson,
Professor of Medical Psychology,
Department of Psychiatry,

Box 33-c, University of California,
San Francisco, CA 94143.
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Tool Title

IT-6.2.a Client Satisfaction Questionnaire 8

DSRIP-specific
modifications to
Measure Steward’s
specification

None

Numerator Description

The sum of the "overall score" for all CSQ-9 surveys completed during the
measurement period.

Numerator Inclusions

The measure steward has not indicated any denominator inclusions for this tool

Numerator Exclusions

The measure steward has not indicated any denominator exclusions for this tool

Denominator Description

The total number of CSQ-8 surveys completed during the measurement period.

Denominator Inclusions

The measure steward has not indicated any denominator inclusions for this tool

Denominator Exclusions

The measure steward has not indicated any denominator exclusions for this tool

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-month
measurement period (15 cases for a 6-month measurement period)

e For a measurement period (either 6 or 12-months) where the
denominator size is less than or equal to 75, providers must report on
all cases. No sampling is allowed.

e For a measurement period (either 6 or 12-months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on a random sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on a
random sample of cases that is not less than 20% of all cases; however,
providers may cap the total sample size at 300 cases.

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

Considerations for
providers

The CSQ-8 offers only four response options (numbered 1 to 4) for each item,
which eliminates the possibility of neutral responses and provides less
sensitivity than 5- or 7-point scales.

Providers should for follow survey administration, sampling, and scoring
guidelines, unless a DSRIP specific modification has been noted. Surveys are
validated in their entirety and providers should plan on using as specified by the
survey developer.

Data Source

Survey report
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IT-6.2.b: Visit-Specific Satisfaction Instrument (VSQ-9)

Survey Developer

Tool Title IT-6.2.b Visit-Specific Satisfaction Instrument

Description The VSQ-9 is a 9 item survey that measures patient satisfaction with access to
primary care, with the direct interaction with the physician, and with the visit
overall on a scale ranging from 1 (poor) to 5 (excellent). The VSQ-9 focuses
specifically on satisfaction with a visit to a physician or other health care provider

Setting Ambulatory

NQF Number None

Measure Steward or RAND Corporation

Link to measure
specifications

http://www.rand.org/health/surveys tools/vsq9.html

Link to survey

http://www.rand.org/content/dam/rand/www/external/health/surveys tools/vsq9

/vsq9.pdf

Measure type

Standalone

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4 DY5

Baseline + 5% Baseline + 10%
*(performance gap) *(performance gap)

Baseline + 5% *(100% Baseline + 10%
— Baseline rate) *(100% — Baseline
rate)

Achievement Level
Calculation

Administration

Administration: The VSQ-9 is typically administered in written form and has been

overview administered retrospectively by phone.
Administration Time:
Language: English
Cost: Free for non-commercial purposes
Scoring To score the VSQ-9, the responses from each individual should be transformed

linearly to a 0 to 100 scale, with 100 corresponding to "excellent" and 0
corresponding to "poor."

Poor Fair Good Very Good Excellent
0 25 50 75 100

Responses to the 9 VSQ-9 items should then be averaged together to create a
VSQ-9 "overall score" for each person.

For DSRIP reporting purposes, surveys with missing responses should be included
if more than half of the items have responses (at least 5 of 9 responses). The
"overall score" should be the average of the completed responses.
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Tool Title

IT-6.2.b Visit-Specific Satisfaction Instrument

Measure Steward
contact

RAND Health@rand.org

DSRIP-specific
modifications to
Measure Steward’s
specification

Defining procedure for partially completed survey items as stated in the "scoring"
section of this document.

Numerator Description

Sum of all the "overall score" of all VSQ-9 surveys completed during the
measurement period.

Numerator Inclusions

The survey developer does not identify specific numerator inclusions beyond what is
described in the numerator description.

Numerator Exclusions

The survey developer does not identify specific numerator inclusions beyond what is
described in the numerator description.

Denominator

The total number VSQ-9 surveys completed during the measurement period.

Description
Denominator The survey developer does not identify specific denominator inclusions beyond what
Inclusions is described in the denominator description.

Denominator
Exclusions

The survey developer does not identify specific denominator exclusions beyond what
is described in the denominator description.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-month
measurement period (15 cases for a 6-month measurement period)

e For a measurement period (either 6 or 12-months) where the denominator
size is less than or equal to 75, providers must report on all cases. No
sampling is allowed.

e For a measurement period (either 6 or 12-months) where the denominator
size is less than or equal to 380 but greater than 75, providers must report
on a random sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the denominator
size is greater than 380, providers must report on a random sample of cases
that is not less than 20% of all cases; however, providers may cap the total
sample size at 300 cases.

Allowable
Denominator Sub-sets

All denominator subsets are permissible for this outcome

Considerations for
providers

While CAHPS is often used to measure the quality of care received from a health
plan,2 the VSQ-9 provides a measurement specifically of a patient's perception of
the quality of a single office visit with a physician or other provider.

Unlike CAHPS, the VSQ-9 offers no standard method to adjust scores for patient mix
or survey delivery mode, making comparison across providers difficult.
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Tool Title

IT-6.2.b Visit-Specific Satisfaction Instrument

Providers should for follow survey administration, sampling, and scoring guidelines,
unless a DSRIP specific modification has been noted. Surveys are validated in their
entirety and providers should plan on using as specified by the survey developer.

Data Source

Survey report

IT-6.2.c: Health Center Patient Satisfaction Survey

Tool Title

Health Center Patient Satisfaction Survey

Description

The Patient Satisfaction Survey is a short, easily administered questionnaire
that provides health centers with information and insight on their patients'
view of the services they provide. Health centers can use survey results to
design and track quality improvement over time, as well as compare
themselves to other health centers.

Measures patient satisfaction across seven domains:
e Ease of getting care (7 items)
e Facility (4 items)
e Front Desk (1 item)
e Nurses and Medical (3 items)
e Provider (8 items)
e Experience with Today’s Visit (6 items)
e General (7 items)

Setting

Ambulatory

NQF Number

none

Measure Steward or
Survey Developer

Midwest Clinicians Network

Survey Specifications

http://www.midwestclinicians.org/services.php

Link to survey

http://www.midwestclinicians.org/Patient%20Satisfaction%20Survey%20-
%20English.pdf

Measure type

Standalone

Measure status

Pay-for-Reporting: Prior Authorization

Administration

Patient responds to questions using Likert-scale: Excellent, Good, Fair, Poor,
and No Response; or Yes/No. The survey consists of 42 questions. Patient
self-report questionnaire

Administration: Self-Administered, Paper Survey
Administration Time: information not available
Language: English, Spanish
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Tool Title

Health Center Patient Satisfaction Survey

Cost: Free printable version.

For pre-printed scan surveys:

MWCN Member: $1.00 per survey (plus $15.00 S/H & $100.00 processing fee)
Non-Members: $1.50 per survey (plus $15.00 S/H & $100.00 processing fee)
http://www.midwestclinicians.org/Patient%20Experience%200rder%20Form.

pdf

Scoring

To put your data into a useable format simply use a matrix built in a
spreadsheet format (Excel or Lotus 1-2-3 will work fine) such as the sample
below, and put the total number of answers for the time period you are using
to measure the sample (e.g. 1Imonth, 3 months, 6 months, etc.) in each cell.

Patient Satisfaction Survey Sample Data Collection Sheet
EXAMPLE: Ease of Getting Care Domain:

Question | Great | Good | OK | Fair | Poor | No Response
EASE OF GETTING CARE

Ability to Get in 48 44 16 0 0 0

to be Seen

Hours Center is 56 36 4 4 0 0
Open

Convenience of 48 44 4 0 4 0
Center's Location

Prompt return on 60 36 4 0 0 0

calls

Data analysis is in a simple descriptive format. Divide the number in each cell
in the spreadsheet by the total number of patients doing the survey. In the
example above, the sample size was 100 patients. Each number was divided
by 100 to get the percent (%) of patients in each category. See the Patient
Satisfaction Survey Sample Report that follows, to develop your final report.

Question \Great\ Good ‘ OK ‘ Fair ‘ Poor ‘ No Response
EASE OF GETTING CARE

Ability to Get in 40% 44% | 16% | 0% 0% 0%

to be Seen

Hours Center is 56% 36% 4% 4% 0% 0%
Open

Convenience of 48% 44% 4% 0% 4% 0%
Center's Location

Prompt returnon | 60% 36% 4% 0% 0% 0%
calls

For DSRIP reporting purposes, calculate the mean of highest responses (Great
or Yes) for all non-administrative items to find the "overall score."
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Tool Title Health Center Patient Satisfaction Survey
In the example above, the "overall score" would be the mean of the percent
of respondents selecting "Great" for each item, or the mean of 40%, 56%,
48%, and 60% (they greyed column). The "overall score" for the example
items is 51.

Contacts MidWest Clinicians’ Network,

7215 Westshire Drive,
Lansing, M1 48917
Phone: 301-594-0818
Fax: 517-381-8008

DSRIP-specific
modifications to
Measure Steward’s
specification

For DSRIP reporting purposes, the "overall score" has been defined as the
average of all "great" and "yes" item scores.

Numerator Description

"Overall Score," multiplied by the number of Patient Satisfaction Surveys
completed during the measurement period.

Example:

For reporting period X, your "Overall Score" is 87, and this score
represents the result of 325 completed surveys. In this scenario, the
reported numerator would be 28,275.

Where:

"Overall Score" =87

Survey Sample Size = 325

Numerator = "Top Box" Score x Survey Sample Size

28275 = 87x325

NOTE: The numerator/denominator are designed to allow easy reporting for
both "overall score" and survey sample size.

Numerator Inclusions

The measure steward has not indicated any numerator inclusions for this tool

Numerator Exclusions

The measure steward has not indicated any numerator exclusions for this tool

Denominator Description

The number of Patient Satisfaction Surveys completed during the
measurement period.

The denominator should be the same as the multiplier used in the numerator.

Denominator Inclusions

The measure steward has not indicated any denominator inclusions for this
tool
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Tool Title

Health Center Patient Satisfaction Survey

Denominator Exclusions

The measure steward has not indicated any denominator exclusions for this
tool

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-month
measurement period (15 cases for a 6-month measurement period)

e For a measurement period (either 6 or 12-months) where the
denominator size is less than or equal to 75, providers must report on
all cases. No sampling is allowed.

e For a measurement period (either 6 or 12-months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on a random sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on a
random sample of cases that is not less than 20% of all cases;
however, providers may cap the total sample size at 300 cases.

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

Additional
Considerations for
Providers

According to the US Department of Health and Human Services Health
Reseources and Services Administration, the most efficient way to administer
the survey is by using scannable forms available through the Clinical
Networks, which also will scan completed forms, compile and analyze results,
and develop a complete report for the health center that includes a
comparison with average health center benchmarks. A nominal fee may be
charged for this service.
http://www.midwestclinicians.org/Patient%20Experience%200rder%20Form.
pdf

Providers should for follow survey administration, sampling, and scoring
guidelines, unless a DSRIP specific modification has been noted. Surveys are
validated in their entirety and providers should plan on using as specified by
the survey developer.

Data Source

Survey report

IT-6.2.d: Patient Satisfaction Questionnaire (PSQ-18, PSQ-III)

Tool Title IT-6.2.d Patient Satisfaction Questionnaire

Description The PSQ-lll is a 50-item survey that includes 7 subdomains:

PSQ-Ill subdomains:

e IT-6.2.d.i: PSQ-IIl General Satisfaction
e IT-6.2.d.ii: PSQ-Ill Technical Quality
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Tool Title IT-6.2.d Patient Satisfaction Questionnaire
e IT-6.2.d.iii: PSQ-lll Interpersonal Aspects
e IT-6.2.d.iv: PSQ-Ill Communication
e IT-6.2.d.v: PSQ-Ill Financial Aspects
e IT-6.2.d.vi: PSQ-Ill Time spent with doctors
e IT-6.2.d.vii: PSQ-IIl Access, Availability, & Convenience
The PSQ-18 is a shorter 18-item form of the PSQ-Ill that retains many
characteristics of its full-length counterpart and taps the same 7 subdomains.
May be appropriate for use in situations where the need for brevity precludes
administration of the full-length PSQ-III.
PSQ-18 subdomains:
e IT-6.2.d.viii: PSQ-18 General Satisfaction
e IT-6.2.d.xi: PSQ-18 Technical Quality
e IT-6.2.d.x: PSQ-18 Interpersonal Aspects
e IT-6.2.d.xi: PSQ-18 Communication
e IT-6.2.d.xii: PSQ-18 Financial Aspects
e IT-6.2.d.xiii: PSQ-18 Time spent with doctors
e IT-6.2.d.xiv: PSQ-18 Access, Availability, & Convenience
Setting Ambulatory
NQF Number none

Measure Steward or
Survey Developer

RAND Corporation

Survey Specifications

http://www.rand.org/health/surveys tools/psq.html

Link to survey

PSQ-IlI:
http://www.rand.org/content/dam/rand/www/external/health/surveys tools/
psa/psq3 survey.pdf

PSQ-18:
http://www.rand.org/content/dam/rand/www/external/health/surveys tools/
psa/psgl8 survey.pdf

Measure type

Standalone

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)
DY4

DY5

Baseline + 10%
*(performance gap)

Baseline + 5%
*(performance gap)

Achievement Level
Calculation

Baseline + 5% *(100% Baseline + 10%
— Baseline rate) *(100% — Baseline

rate)

Administration

PSQ-1ll's contains 50 items and the PSQ-18 contains 18 items. Each survey item
is constructed as a statement of opinion. Each item is accompanied by five
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Tool Title

IT-6.2.d Patient Satisfaction Questionnaire

response categories (strongly agree, agree, uncertain, disagree, strongly
disagree).

Administration: Self-Administered paper survey

Administration Time: The PSQ-18 takes approximately 3-4 minutes to
complete.

Language: English

Cost: Free

Scoring

PSQ-lll:

Item scoring rules depend on whether the item represents a favorable or
unfavorable opinion about medical care. Some items are worded so that
agreement reflects satisfaction with medical care, whereas other items are
worded so that agreement reflects dissatisfaction with medical care. All items
should be scored so that high scores reflect satisfaction with medical care.

Conversion tables are provided in the scoring instructions, linked below. The
highest satisfaction with medical care receives a score of 5, and the lowest
satisfaction with medical care receives a score of 1.

After item scoring, items within the same subscale should be averaged together
to create an individual "subscale score" (see Table 2). The number of items in
each subscale is outlined below:

Subscale PSQ-IlI PSQ-18
General Satisfaction 6 items 2 items
Technical Quality 10 items 4 items
Interpersonal Aspects 7 items 2 items
Communication 5 items 2 items
Financial Aspects 8 items 2 items
Time Spent with Doctor 2 items 2 items
Convenience 12 items 4 items

Items left blank by respondents (missing data) should be ignored when
calculating scale scores. In other words, scale scores represent the average for
all items in the scale that were answered.

Guidance for scoring the PSQ-III:
http://www.rand.org/content/dam/rand/www/external/health/surveys tools/
psa/psg3 scoring.pdf

Guidance for scoring the PSQ-18:
http://www.rand.org/content/dam/rand/www/external/health/surveys tools/
psa/psql8 scoring.pdf
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Tool Title

IT-6.2.d Patient Satisfaction Questionnaire

Contacts

RAND_Health@rand.org

DSRIP-specific
modifications to

specification

Measure Steward’s

For DSRIP reporting purposes, exclusions for surveys with no response in the
subscale selected for reporting.

Numerator The sum of the selected "subscale score" from all PSQ-Ill or PSQ-18 surveys
Description completed during the measurement period.

Numerator The survey developer does not identify specific numerator inclusions beyond
Inclusions what is described in the numerator description.

Numerator For DSRIP reporting purposes, exclude any survey that provides no response for
Exclusions any item in the subscale selected for reporting.

Denominator
Description

The total number of PSQ-Ill or PSQ-18 surveys completed during the
measurement period.

Denominator
Inclusions

The survey developer does not identify specific denominator inclusions beyond
what is described in the numerator description.

Denominator
Exclusions

For DSRIP reporting purposes, exclude any survey that provides no response for
any item in the subscale selected for reporting.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-month
measurement period (15 cases for a 6-month measurement period)

e For ameasurement period (either 6 or 12-months) where the
denominator size is less than or equal to 75, providers must report on
all cases. No sampling is allowed.

e For a measurement period (either 6 or 12-months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on a random sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on a
random sample of cases that is not less than 20% of all cases; however,
providers may cap the total sample size at 300 cases.

Allowable
Denominator Sub-
sets

All denominator subsets are permissible for this outcome

Additional
Considerations for
Providers

Providers should for follow survey administration, sampling, and scoring
guidelines, unless a DSRIP specific modification has been noted. Surveys are
validated in their entirety and providers should plan on using as specified by the
survey developer.

Data Source

Survey report
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IT-6.2.e.i - IT-6.2.e.v: Experience of Care and Health Outcomes (ECHO)

Tool Title

IT-6.2.e Experience of Care and Health Outcomes

Description

The Experience of Care and Health Outcomes (ECHO) Survey asks about
the experiences of adults and children who have received mental health
or substance abuse services through a health plan in the previous 12
months. It is appropriate for patients with a range of service needs,
including those with severe mental illness, but does not include
guestions on treatment during inpatient stays and self-help groups.

IT-6.2.e.i: Getting treatment quickly

IT-6.2.e.ii: How well clinicians communicate

IT-6.2.e.iii: Getting treatment and information from the plan or MBHO
IT-6.2.e.iv: Perceived improvement

IT-6.2.e.v: Information about treatment options

The survey is designed to be used by organizations responsible for
delivering behavioral health services. MCO and MBHO versions are
available.

***%* The ECHO Surveys and associated instructions are currently being
updated to ensure that the survey is consistent with the CAHPS Health
Plan Survey 5.0. The timeline of this update has not yet been finalized.

Setting

Ambulatory

NQF Number

0008

Measure Steward or
Survey Developer

Agency for Healthcare Research and Quality

Link to measure citation

http://www.qualityforum.org/QPS/0008

Link to survey

https://cahps.ahrg.gov/surveys-guidance/echo/about/index.html
Please contact HHSC for sample of ECHO Survey 3.0

Measure type

Standalone

Measure status

Pay-for-Reporting: Prior Authorization

Administration

Mode: Similar to CAHPS, administered via phone or mail in survey.
Administration Time: 10 - 15 minutes

Language: English

Cost: The ECHO Survey is in the public domain. Survey sponsors are free
to use it in whatever ways best serve their needs. If the survey is
mandated, the organization mandating the survey may have more
specific requirements.

Scoring

Scoring should be handled by your survey administrator, following the
measure steward specifications. Detailed scoring instructions, including
case mix adjusting are available from the survey administrator.
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Tool Title

IT-6.2.e Experience of Care and Health Outcomes

DSRIP reporting will be based on the percentage of survey respondents
who chose the most positive, or “top-box,” survey response for the
selected subdomain as reported by your survey administrator. Scores
should be case mix adjusted.

The “top-box” is the most positive response to ECHO survey questions.

Measure Steward contact

CAHPS User Network
1-800-492-9261
CAHPS1@westat.com

DSRIP-specific
modifications to Measure
Steward’s specification

For DSRIP reporting purposes, the numerator should be multiplied by
the number of completed surveys, as instructed in the "Numerator
Description" in this document.

Numerator Description

Patient-mix adjusted percent "top box" score for a given subdomain as
provided by your survey administrator, multiplied by the number of
completed ECHO surveys represented in the "top box" score.

Example:

For reporting period X, your survey administrator reports that
your case mix survey mode adjusted "top box" score for IT-
6.2.a.i ECHO Communication with Doctors is 87, and this score
represents the average result of 325 completed surveys. In this
scenario, the reported numerator would be 28,275.

Where:
"Top Box" Score = 87
Survey Sample Size = 325

Numerator = "Top Box" Score x Survey Sample Size
28275 = 87x325

NOTE: This numerator is designed to allow you to easily report both
your "top box" score and your survey sample size.

Numerator Inclusions

The survey developer does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

The survey developer does not identify specific numerator inclusions
beyond what is described in the numerator description.

Denominator Description

The number of ECHO surveys completed during the measurement
period as reported by your survey administrator.

The denominator should be the same as the multiplier used in the
numerator.

Denominator Inclusions

The survey developer does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

The survey developer does not identify specific denominator inclusions
beyond what is described in the denominator description.
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Tool Title

IT-6.2.e Experience of Care and Health Outcomes

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly
for providers using an electronic health record) or a random
sample of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an
electronic health record) or a random sample of cases that is
not less than 20% of all cases; however, providers may cap the
total sample size at 300 cases.

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

Considerations for
Providers

Providers should for follow survey administration, sampling, and scoring
guidelines, unless a DSRIP specific modification has been noted. Surveys
are validated in their entirety and providers should plan on using as
specified by the survey developer.

The ECHO was designed to be used at the plan level and may not be
suitable for use at the provider level.

The ECHO Surveys and associated instructions are currently being
updated to ensure that the survey is consistent with the CAHPS Health

Plan Survey 5.0. The timeline of this update has not yet been finalized.

Scoring instructions are available for SAS.

Data Source

ECHO Survey Report as provided by your survey administrator

IT-7.1: Dental Sealant: Children

Measure Title

IT-7.1 Proportion of Children Aged 6 to 9 Years who have Received
Dental Sealants on One or More of Their Permanent First Molar Teeth

Description Percentage of children age 6-9 with a dental sealant on a permanent first
molar tooth
NQF Number Not applicable

Measure Steward

Healthy People 2020
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Measure Title

IT-7.1 Proportion of Children Aged 6 to 9 Years who have Received
Dental Sealants on One or More of Their Permanent First Molar Teeth

Link to measure citation

http://www.healthypeople.gov/2020/topicsobjectives2020/DataDetails.
aspx?hp2020id=0H-12.2

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S): Prior
Authorization

DY4 DY5

Achievement Level

Baseline + 5%

Baseline + 10%

Calculation *(performance gap) *(performance gap)
Baseline + 5% *(0% — | Baseline + 10% *(0% —
Baseline rate) Baseline rate)
DSRIP-specific modifications | None.

to Measure Steward’s
specification

Denominator Description

Number of children aged 6 to 9 with at least one permanent first molar
present and valid sealant codes for at least one permanent first molar

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

The Measure Steward does not identify specific denominator exclusions
beyond what is described in the denominator description.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Number of children aged 6 to 9 with a clinical confirmation of dental
sealants applied to one or more first permanent molars

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.
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Measure Title

IT-7.1 Proportion of Children Aged 6 to 9 Years who have Received
Dental Sealants on One or More of Their Permanent First Molar Teeth

Setting

Ambulatory

Data Source

Administrative/Clinical data sources; Supplemental data sources

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-7.2: Cavities: Children and Adolescents

Measure Title

IT-7.2 Proportion of Children and Adolescents who have Dental Caries
Experience in their Primary or Permanent Teeth

Description

Percentage of children with untreated dental caries

NQF Number

Not applicable

Measure Steward

Healthy People 2020

Link to measure citation

http://www.healthypeople.gov/2020/topicsobjectives2020/DataDetails.a
spx?hp2020id=0H-2.1
http://www.healthypeople.gov/2020/topicsobjectives2020/DataDetails.a
spx?hp2020id=0H-2.2
http://www.healthypeople.gov/2020/topicsobjectives2020/DataDetails.a
spx?hp2020id=0H-2.3

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (I0S): Prior
Authorization

DY4 DY5

Baseline - 10%
*(performance gap)

Baseline - 10% *(0% —
Baseline rate)

Baseline - 5%
*(performance gap)

Achievement Level
Calculation

Baseline - 5% *(0% —
Baseline rate)

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Total number of children that have seen a dental provider within the
measurement period

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

The Measure Steward does not identify specific denominator exclusions
beyond what is described in the denominator description.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)
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Measure Title

IT-7.2 Proportion of Children and Adolescents who have Dental Caries
Experience in their Primary or Permanent Teeth

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Number of children with untreated dental caries

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Ambulatory

Data Source

Administrative/Clinical data sources; supplemental data sources

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-7.4: Topical Fluoride Application

Measure Title

IT-7.4 Topical Fluoride Application

Description The percentages of patients from birth through age twenty who, within
the reporting year, received at least one topical application of fluoride
NQF Number Not applicable

Measure Steward

Dental Quality Alliance

Link to measure citation

http://www.ada.org/~/media/ADA/Science%20and%20Research/Files/dga
draft_starter measure concept set.ashx

Measure type

Non-Standalone

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S): Prior
Authorization

DY4 DY5

Baseline + 5% Baseline + 10%
*(performance gap) *(performance gap)

Achievement Level
Calculation
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Measure Title

IT-7.4 Topical Fluoride Application

Baseline + 10%
*(100% — Baseline
rate)

Baseline + 5% *(100%
— Baseline rate)

DSRIP-specific
modifications to Measure
Steward’s specification

The Measure Steward’s specification has been modified as follows:
e Replaced “enrollees” with “patients”
e Removed reference to 12 months of continuous enrollment
e Removed specification for reporting age specific stratifications

Denominator Description

Total number of children from birth through age 20 seen by a primary
care or dental provider

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

The Measure Steward does not identify specific denominator exclusions
beyond what is described in the denominator description.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Total number of children from birth through age 20 that have received at
least one fluoride varnish application during the measurement period

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Ambulatory

Data Source

Administrative/Clinical data sources

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
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IT-7.6: Children with Urgent Dental Care Needs

Measure Title

IT-7.6 Urgent Dental Care Needs in Children: Percentage of Children
with Urgent Dental Care Needs

Description

Percentage of children with urgent dental care needs.

NQF Number

Not Applicable

Measure Steward

Not Applicable

Link to measure citation

Not Applicable

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (I0S): Prior
Authorization

DY4 DY5

Achievement Level Baseline - 5% Baseline - 10%

modifications to Measure
Steward’s specification

Calculation *(performance gap) *(performance gap)
Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)
DSRIP-specific None.

Denominator Description

Total number of children seen by a dental provider

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

The Measure Steward does not identify specific denominator exclusions
beyond what is described in the denominator description.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e Forameasurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.
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Measure Title

IT-7.6 Urgent Dental Care Needs in Children: Percentage of Children
with Urgent Dental Care Needs

Numerator Description

Number of children with urgent dental care needs

Numerator Inclusions

Urgent dental care is defined as needing dental care within 24-48 hours
because of signs or symptoms that include pain, infection, and/or
swelling.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Ambulatory

Data Source

Administrative/Clinical data sources; Supplemental data sources

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-7.7: Urgent Dental Care Needs in Older Adults

Measure Title

IT-7.7 Urgent Dental Care Needs in Older Adults

Description Proportion of older adults aged 65 and older with urgent dental care
needs.
NQF Number Not Applicable

Measure Steward

Not Applicable

Link to measure citation

Not Applicable

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S): Prior
Authorization

DY4 DY5

Achievement Level Baseline - 5% Baseline - 10%

modifications to Measure
Steward’s specification

Calculation *(performance gap) *(performance gap)
Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate) Baseline rate)
DSRIP-specific None.

Denominator Description

Total number of adults 65 and older seen by a dental provider

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

The Measure Steward does not identify specific denominator exclusions
beyond what is described in the denominator description.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)
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Measure Title

IT-7.7 Urgent Dental Care Needs in Older Adults

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Number of adults 65 and older with urgent dental care needs

Numerator Inclusions

Urgent dental care is defined as needing dental care within 24-48 hours
because of signs or symptoms that include pain, infection, and/or
swelling

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Ambulatory

Data Source

Administrative/Clinical data sources; Supplemental data sources

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-7.8: Chronic Disease Patients Accessing Dental Services

Measure Title

IT-7.8 Chronic Disease Patients Accessing Dental Services

Description Percentage of patients with chronic disease conditions accessing dental
services following referral by their medical provider
NQF Number Not applicable

Measure Steward

Not applicable

Link to measure citation

Not applicable

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (I0S): Prior
Authorization

DY4 DY5

Baseline + 10%
*(performance gap)

Baseline + 5%
*(performance gap)

Achievement Level
Calculation

Baseline + 5% *(100%
— Baseline rate)
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Measure Title

IT-7.8 Chronic Disease Patients Accessing Dental Services

Baseline + 10%
*(100% — Baseline
rate)

DSRIP-specific
modifications to Measure
Steward’s specification

None

Denominator Description

Total number of referrals for dental services for chronic disease
patients by medical providers

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

The Measure Steward does not identify specific denominator exclusions
beyond what is described in the denominator description.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Number of chronic disease patients who access dental services as
the result of a referral

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Ambulatory

Data Source

Administrative/Clinical data sources; Supplemental data sources

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
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IT-7.9: Dental Treatment Needs Among Chronic Disease Patients

Measure Title

IT-7.9 Dental Treatment Needs Among Chronic Disease Patients

Description Percentage of chronic disease patients with improved disease controls
status following dental treatment
NQF Number Not applicable

Measure Steward

Not applicable

Link to measure citation

Not applicable

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (I0S): Prior
Authorization

DY4 DY5
Achievement Level Baseline + 5% Baseline + 10%
Calculation *(performance gap) *(performance gap)
Baseline + 5% *(100% Baseline + 10%
— Baseline rate) *(100% — Baseline
rate)

DSRIP-specific
modifications to
Measure Steward’s
specification

None

Denominator
Description

Total number of chronic disease patients.

Denominator Inclusions

The provider will need to specify the chronic conditions (ex. Patients with
CHF and/or Diabetes) being included in the denominator population

Denominator Exclusions

The Measure Steward does not identify specific denominator exclusions
beyond what is described in the denominator description.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic
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Measure Title

IT-7.9 Dental Treatment Needs Among Chronic Disease Patients

health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample size
at 300 cases.

Numerator Description

Number of chronic disease patients with uncontrolled or poorly controlled
(to be defined by the provider) disease control status following dental
treatment

Numerator Inclusions

The provider will need to define thresholds for uncontrolled and poorly
controlled disease status (ex. HbAlc > 9.0%, blood pressure > 140/90)

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Ambulatory

Data Source

Administrative/Clinical data sources; Supplemental data sources

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-7.10: Untreated Dental Decay in Adults

Measure Title

IT-7.10 Percentage of adults aged 18 or more years with untreated
dental decay

Description

Percentage of adults aged 18 or more years with untreated dental decay

NQF Number

Not Applicable

Measure Steward

Healthy People 2020

Link to measure citation

http://www.healthypeople.gov/2020/topicsobjectives2020/DataDetails.
aspx?hp2020id=0H-3.1

Measure type

Stand-alone (SA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S)

DY4 DY5

Baseline - 10%
*(performance gap)

Baseline - 5% *(0% — | Baseline - 10% *(0% —
Baseline rate)

Baseline rate)

Baseline - 5%
*(performance gap)

Achievement Level
Calculation

DSRIP-specific modifications
to Measure Steward’s
specification

Expanded ages to include all adults 18 years or more

Denominator Description

Number of adults aged 18 or more years with at least one permanent
tooth present and valid coronal caries codes for at least one permanent
tooth

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.
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Measure Title

IT-7.10 Percentage of adults aged 18 or more years with untreated
dental decay

Denominator Exclusions

The Measure Steward does not identify specific denominator exclusions
beyond what is described in the denominator description.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-
month measurement period (15 cases for a 6-month measurement
period)

e For ameasurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must
report on all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than
75, providers must report on all cases (preferred, particularly for
providers using an electronic health record) or a random sample
of not less than 76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on
all cases (preferred, particularly for providers using an electronic
health record) or a random sample of cases that is not less than
20% of all cases; however, providers may cap the total sample
size at 300 cases.

Numerator Description

Number of adults aged 18 years or more with coronal caries that has not
been restored in at least one permanent tooth

Numerator Inclusions

The Measure Steward does not identify specific numerator inclusions
beyond what is described in the numerator description.

Numerator Exclusions

The Measure Steward does not identify specific numerator exclusions
beyond what is described in the numerator description.

Setting

Ambulatory

Data Source

Administrative/Clinical data sources; Supplemental data sources

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome

IT-7.11: Utilization of Dental Services - Children

Measure Title

IT-7.11 Utilization of Dental Services

Description Percentage of all children who received at least one dental OR oral health
service within the reporting period
NQF Number Not applicable

Measure Steward

American Dental Association

Link to measure citation

http://www.ada.org/~/media/ADA/Science%20and%20Research/Files/1_DQA
_Utilization_of_Services(2).ashx

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (10S): Prior Authorization
\ \ DY4 \ DY5
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Measure Title

IT-7.11 Utilization of Dental Services

Baseline + 10%
*(performance gap)

Baseline + 5%
*(performance gap)

Achievement Level
Calculation
Baseline + 5% *(100% Baseline + 10%
— Baseline rate) *(100% — Baseline
rate)

DSRIP-specific modifications

to Measure Steward’s
specification

The Measure Steward’s specification has been modified as follows:
e Struck “enrolled” from description.
e Replaced “reporting year” in description with “reporting period”.
e Replaced enrollees with children in denominator description.

Denominator Description

Unduplicated number of all children

Denominator Inclusions

The Measure Steward does not identify specific denominator inclusions
beyond what is described in the denominator description.

Denominator Exclusions

The Measure Steward does not identify specific denominator exclusions
beyond what is described in the denominator description.

Denominator Size

Providers must report a minimum of 30 cases per measure during a 12-month
measurement period (15 cases for a 6-month measurement period)

e For ameasurement period (either 6 or 12 months) where the
denominator size is less than or equal to 75, providers must report on
all cases. No sampling is allowed.

e For a measurement period (either 6 or 12 months) where the
denominator size is less than or equal to 380 but greater than 75,
providers must report on all cases (preferred, particularly for providers
using an electronic health record) or a random sample of not less than
76 cases.

e For a measurement period (either 6 or 12-months) where the
denominator size is greater than 380, providers must report on all
cases (preferred, particularly for providers using an electronic health
record) or a random sample of cases that is not less than 20% of all
cases; however, providers may cap the total sample size at 300 cases.

Numerator Description

Unduplicated number of children who received at least one dental OR oral
health service

Numerator Inclusions

Include the following service codes: D0100-D9999.

Numerator Exclusions

All claims with missing or invalid SERVICE-CODE, missing or invalid NUCC
maintained Provider Taxonomy Codes, or NUCC maintained Provider
Taxonomy Codes that do not appear in the measure specifications should be
excluded.

Setting

Ambulatory

Data Source

Administrative/Clinical data sources

Allowable Denominator
Sub-sets

All denominator subsets are permissible for this outcome
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IT-7.12: Oral Evaluation - Children

Measure Title

IT-7.12 Oral Evaluation

Description

This measure is reported as two rates:
Rate 1: The percentage of all children who received a comprehensive or

periodic oral evaluation within the reporting year

Rate 2: The percentage of all children who received at least one dental
service who received a comprehensive or periodic oral evaluation within

the reporting year

NQF Number

Not applicable

Measure Steward

American Dental Association

Link to measure
citation

http://www.ada.org/~/media/ADA/Science%20and%20Research/Files/2_

DQA_Oral_Evaluation(2).ashx

Measure type

Non Stand-Alone (NSA)

Performance and
Achievement Type

Pay for Performance (P4P) — Improvement Over Self (I0S): Prior

Aut